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Bentyl proves more effective than 
atropine in “Nervous Indigestion” 


New technic of measuring 
human motility shows a de- 
crease or complete sup- 
pression of intestinal pres- 
sure waves, depending on 
dosage of Bentyl.2 Bentyl 
acts by blocking acetyl- 
choline and directly affects 
the muscle fibers like 
papaverine. 


COMPOSITION: Each 
Bentyl Capsule or tea- 
spoonful Bentyl Syrup con- 
tains 10 mg. Bentyl (dicy- 
clomine) Hydrochloride. 

Also Bentyl (10 mg.) with 
Phenobarbital (15 mg.) Cap- 
sules and Syrup, and Bentyl 
Injection, 10 mg. per cc. 


DOSAGE: Prescribe 


Bentyl, 2 capsules or 2 tea- 
McHardy! reports that Benty]l is “superior to Bentyl Syrup 


atropine” for relief of pain due to pylorospasm. He three times daily and at 


: bedtime. Infants and Chil- 
confirms the work of others that Bentyl is free from dren, % to 1 teaspoonful 


significant side effects which permits more Syrup 10 to 15 minutes be- 


fore feeding, three times 
general use in nervous indigestion. daily. . 
1. McHardy and Brown: 
Sou. M.J. 45:1139, 1952. 


When you prescribe Bentyl, you prescribe patient 
comfort. You will rarely hear patients complain about 2. Lorber and Shay: Fred. 
“belladonna backfire” or dry mouth and blurred vision. Proc. 12:90, 1953. 


Complete Bentyl _bibli- 
Use Bentyl for your next nervous indigestion patient. ography on request. 


Relief of G.I. spasm is quick, complete and comfortable. T.M. ‘Bentyl’ 


Bentyl 


AN EXCLUSIVE DEVELOPMENT OF MERRELL RESEARCH CINCINNATI ; 
New York St. Thomas, Ontario 


The Wm. S. Merrell Company . . . Pioneer in Medicine for 125 Years 
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PROFOUND RELIEF AND 
QUICK REHABILITATION 


wsitis 


Profound and rapid therapeutic 


success in bursitis, especially in 
the acute stage, is obtained with 
HP*ACTHAR Gel. Cases refractory 
to other types of therapy have re- 
sponded to HP*ACTHAR Gel, re- 
gardless of the severity of the 


condition. Calcium deposits may 
disappear. 

HP*ACTHAR Gel, a new reposi- 
tory ACTHAR with rapid response 
and sustained action, is as easily 
administered as insulin with a mini- 
mum of discomfort, whether injected 
intramuscularly or subcutaneously. 
It is economical too, far less time 
and money being spent to restore 
the patient’s working ability. 


The small total dose required affords econ- 
omy and virtual freedom from side actions. 
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tablets 


brand of hydrocortisone 


arthritis, hydrocortisone produces 
elective rellet OF joint pain, tenderness, and 
markealy mereases joint mobility.'” 


When am recommended dosage to 
propery selected patente under careful supervision, 
eects are “fewer and less 
pronounced.” 


supplied: scored tablets—10 mg. of hydrocortisone (free 
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Chis Month’s Authors 


Lyman C. Blair, M.D., 


an Academy member who has written previously for GP, acts as chairman of the General Prac- 
tice Division of the Medical Staff of Memorial Hospital in Houston, and is a member of the 
Associate Staff at St. Joseph’s Hospital. He is a graduate of Rice Institute in Houston, and 
received his degree of Doctcr of Medicine at Rush Medical College of the University of Chicago. 
His internship was also served in that city, at St. Luke’s Hospital. He is author of “A New 
Position for Rectal Examination,” appearing this month. 


Philip K. Bondy, M.D., 


a graduate of Harvard Medical School, interned at Peter Bent Brigham Hospital, and took 
his residency at Grady Memorial Hospital in Atlanta. After serving in the army, Dr. Bondy 
became assistant professor of medicine at Emory University School of Medicine until 1951, 
when he took over his present assistant professorship of medicine at Yale. His general field, 
metabolic and endocrine diseases, with a particular interest in carbohydrate metabolism, 
provided information for his article, “The Office Management of Diabetics.” 


Edward S. Gifford, Jr., M.D., 


an ophthalmologist practicing in Philadelphia, is also chief ophthalmologist to the Pennsyl- 
vania Hospital, consulting ophthalmologist to the Benjamin Franklin Clinic of the Pennsyl- 
vania Hospital, and to the Woman’s Hospital of Philadelphia, and assistant professor of 
ophthalmology in the Graduate School of Medicine of the University of Pennsylvania. ‘Head- 
aches of Ocular Origin” stems from a high interest in the history and anthropology of ophthal- 


mology. 


Julian M. Ruffin, M.D., 


area consultant for the Veterans Administration in gastroenterology and internal medicine, is 
author of “Problems in the Treatment of Peptic Ulcer.”” He received his M.D. degree from 
the University of Virginia and since that time has been an instructor in Physical Diagnosis at 
the George Washington University, the chief of gastroenterology and director of the Medical 
Clinic at Duke University School of Medicine, Associate Professor of Medicine, and a Professor 
of Medicine, 


John A. Schindler, M.D., 


author of “Present Therapy for Emotionally Induced Illness,” practices internal medicine at 
The Monroe Clinic, Monroe, Wisconsin. He received degrees from the University of Wis- 
consin and his M.D. from Washington University in St. Louis, Mo. Dr. Schindler became a 
fellow of the American College of Physicians, of the American College of Chest Physicians, 
of the American Trudeau Society, and is a member of his state Medical Examining Board and 
chairman of the Division of Geriatrics for the state Medical Society of Wisconsin. 
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PALE you prescrib 


VARICK puarmacat company 
(Division E. Fougera & Coy Inc.) 


criteria of good digitalis therapy = 
& frequent dosage readjustmen ec 
& ~=virtual freedom from gastricupset 
to rigid criteria of a ern otonic a 
original pure crystalline digitoxin 
Consult your Physicians’ Desk Reference for dosage information. = 


Yours Cruly.. . 


LETTERS FROM OUR 


READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Guided by Readers’ Wishes 
Dear Sir: 


With reference to the January issue of your journal, there 
are seventy-eight consecutive pages of advertising, and this, 
needless to say, is pretty poor make-up in the opinion of this 
advertiser. 

I definitely feel that every one of the ads suffers seriously 
on account of this. 

Some of the features could be put into the back forms 
which could break this up and make it more attractive to the 
readers. 

Could I hear from you on this, since our clients are con- 
» cerned? 

Davin N. Hacues 
Harry C. Phibbs Advertising Co. 
Chicago, Illinois 


GP ts guided by the wishes of its readers. Independent editorial 
surveys prove (1) that our readers oppose further intermixing of 
editorial and advertising pages and (2) that GP readers read 
GP ads. We also know that reader interest in GP advertising is 
not determined by position. More important are our continuing 
efforts to maintain our level of editorial excellence and our 
careful screening program which encourages informative adver- 
tising of real interest and educational value to the reader.—Pvs- 
LISHER 


Postgraduate Study Problems 
Dear Sir: 

After spending considerable time reading the suggested 
method for evaluating study hours, I am still at a loss as to 
how to do so accurately. During the period of 1951-1953 I 
have attended more than 200 hours of postgraduate study. 
I will appreciate your computation. 

May I add, not critically but rather constructively, to the 
Credentials Committee the feeling that we as general practi- 
tioners do our utmost to keep up with modern travels and 
methods of the practice of medicine, but how in heaven’s 
name can we attend courses, lectures, or scientific programs 
Sometimes averaging as many as two, three, and four a week 
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and still have to worry about our house calls, emergency hos- 
pital deliveries, etc.? 

This program may be for the so-called consultant special- 
ist who can arrange his own time for appointments, but at 
times it can really interfere greatly with the general practi- 
tioner who is trying to make a living. 

May I once again say that I do not in any way intend this 
to be sarcasm, but rather, in my opinion, a constructive 
criticism and would appreciate any comments through GP. 
G. A. Caropitupo, M.D. 
Boston, Mass. 


More About Drugs in the Doctor's Bag 
Dear Sir: 

The editorial, ‘‘Drugs in the Doctor’s Bag” (GP, January, 
1954), brings up a point which would appear to need empha- 
sis. The contents of a doctor’s bag not only reflect his per- 
sonality but also determine his ability to meet an emergency 
in the home. Certainly a doctor with no aqueous epinephrine 
or fast-acting digitalis preparation is not able to adequately 
treat a severe asthmatic or someone in acute pulmonary 
edema. Why then aren’t doctors more careful in selecting 
drugs for their bags? 

Certainly, confusion regarding the pharmacology of drugs 
leads to a poor choice in using them. I think the fault lies 
also in the lack of thought on the part of the doctor in select- 
ing the contents for his bag. The solution then should be a 
clear knowledge of the pharmacological properties of drugs 
and a realization of the importance of a well equipped bag. 

At the University of Tennessee we have approached the 
problem by preparing a mimeographed list of instruments 
and drugs which we recommend to the students as necessary 
equipment for their bags when they enter practice. I believe 
it is fairly complete, yet not loaded with nonessentials. 
Perhaps if we can teach the students the importance of 
carrying a good supply of drugs and knowing how to use 
them, such editorials will not need repeating. Until that time 
there is no choice but to continue pointing out this deficien- 
cy, with the hope of improvement. 

I would like to take this opportunity to express my best 

(Continued on page 23) 
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a complete line... 


COUNCIL-ACCEPTED 


THERAPEUTIC HOSE 


FOR MEN AND WOMEN 


® 
AC - FULL-FOOTED ELASTIC HOSIERY 


ACE Elastic Hosiery for Men has now been accepted 
by the Council on Physical Medicine and Rehabilitation 
of the American Medical Association. 


This recognition comes as no surprise to the many physicians 
who have recommended and prescribed Council-Accepted 
ACE Elastic Hosiery for Women, for they know that ACE gives 
both men and women patients advantages obtainable only 
with full-footed elastic hose: 


therapeutic support: full foot gives positive terminal 
anchorage at the toe enabling the hosiery to be drawn on the leg 
under tension providing firm, uniform support of the venous tree. 


_ smart appearance: full foot and nylon-covered latex threads 
eliminate need for overhose—does away with unattractive 
bulkiness, uncomfortable weight and unsightly wrinkles 
which have made patients rebel against supportive hosiery. 


Elastic heel assures snug and attractive appearance. 
Available in a wide range of sizes, ACE Full-Footed Elastic 
Hosiery is supplied in beige, white and black for women, 
and in burgundy color for men. 

ACE, T.M. Reg. U. S. Pat. Off. 


BECTON, DICKINSON AND COMPANY, RUTHERFORD, N. J. B-D 
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(Continued from page 21) 

wishes to GP for its continued success. It is, in my opinion, 

the best medical journal published, and it gets better all the 

ime. 

L. F. Rrrrecmeyer, Jr., M.D. 
Assistant Director 

Department of General Practice 

University of Tennessee 

Memphis, Tennessee 


Scientific Exhibitors Pleased 


Dear Sir: 

I wish to take this opportunity of extending to you and 
the officers of the American Academy of General Practice 
my highest praise and commendations for the efficient man- 
ner in which you plan and conduct your scientific assem- 
blies. As a scientific exhibitor I have never received such 
complete and explicit instructions relative to presenting sci- 
entific exhibits at a medical meeting. We were all very greatly 
impressed with the excellence of your scientific exhibit 
manual. 

Rosert F. Dickey, M.D. 
George F. Geisinger Memorial Hospital 
Danville, Pennsylvania 


Dear Sir: 

I must compliment the American Academy of General 
Practice on the excellent and unprecedented practical plan- 
ning of the scientific program, such as I have never seen in 
my thirty years of medical experience and countless scien- 
tific meetings. Everything seems to be arranged with meticu- 


lous consideration for the speakers, exhibitors, and visiting 
doctors. I have never seen anything quite as carefully worked 
out before. 

Lewis J. Dosuay, M.D. 
Neurological Institute 
New York, N. Y. 


Read Most Thoroughly 


Dear Sir: 

Would you kindly send me the accumulative index for the i 
past two years? I didn’t realize that the index was available 
until I read it in the latest issue of GP. 

I read GP more thoroughly than any of the other medical 
journals that I have access to. It is down-to-earth, practical, 
and extremely helpful in my work here. I feel as though I 
can put confidence in the procedures and that they are not 
of research nature. 

Rosert P. Quackensusn, M.D. 
Pawpaw, Illinois 


Guarding Against a Coronary 


Dear Sir: 

I have just read your article in the editorial section entitled 
“The Hours Are Too Long.” I am in wholehearted agree- 
ment. Being 44 years of age and now in my seventeenth year 
of practice (including time spent in USNR), I am looking for 
a way to cut down the hours and lessen the chance of a 
coronary. An efficiency expert is needed. 

(Continued on page 25) 


«++ evacuation without habituation 


@ Morgan 
... cathartics are too frequently 

resorted to, with the result that 
habitual constipation is established. 


@ U. S. Dispensatory 
Bile has a mild laxative action... 


@ Lichtman 
Bile may be considered a 
physiologic laxative. 


OXYCHOL-K 


Samples from Geo. A. Breon & Co., 
1450 Broadway, New York 18, N. Y. 
Each tablet contains Ketocholanic acids 
(3 grs.) and Desoxycholic acid (1 gr.). 


® Morgan, W.G.: Tice Practise of Medicine, 
W.F. Prior Co., Vol. 7, 1944, p.670. 

© U.S. Dispensatory, 24th ed.: 807(1947). 

® Lichtman, S.S.: Diseases of the Liver, 
Gallbladder and Bile Ducts, ed. 2, 

Phila., Lea & Febiger, 1949, p.963. 
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for prompt 
safe relief 
of infant 
diarrhea 


Strikingly effective in the management of in- 
fant diarrhea, Casec provides prompt relief 
from loose and frequent stools in a vast ma- 


jority of cases within a 24-hour period. 


Simultaneously, Casec (calcium caseinate) 


provides good nutritional support by effec- 


tively preventing protein depletion, since it 
supplies 88% protein along with generous 


amounts of calcium. 


Another advantage is that since Casec is 
merely added to the regular formula, there 


is no change in baby’s routine. 


simple to use 


Bottle-fed infants 


4 tablespoonfuls of Casec 
added te regular formula. 
Continue until stools are 
normal for 3 days. 


Breast-fed infants 


2 tablespoonfuls of Casec 
to 6 ounces of water. Feed 
% to 1 ounce before each 
breast feeding until stools 
are normal for 3 days. 


CASEC 


The effective method of treating infant diarrhea 


MEAD JOHNSON & COMPANY TMEAD) EVANSVILLE, INDIANA, U.S.A. 
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(Continued from page 23) 


Since reading this editorial, I have added up my time as 
follows: 

Office hours: 10 a.m.—12 noon; 2 p.m.—5 p.M.—total, 27 
hours per week. (There is rarely any overtime, as I have 
tried to train my patients from years ago that I must leave on 
time to make other appointments. This is for all days, except 
Saturday, when the hours end at 12 noon; there are no office 
hours on Sunday.) 

Hospital rounds: about 2 hours per day—total, 14 hours 
per week. 

Home visits: average 1 hour per day—total, 7 hours per 
week. 

OB cases—total, 2 hours per week. (I do not have many.) 

This leaves a grand total of 50 hours per week. 

Thus, I have some time for my family, live well, and pay 
taxes (income) in excess of four thousand dollars. 

Maybe I should be aged 55-64. But I am enjoying my 
work, my life, and my family and would like to shorten the 
working hours to forty per week. 

Watson Wuarton, M.D. 
Smithfield, N. C. 


P. S. Your (and my) journal is still the best in the United 
States. 


College Regents Approve Manual 


Dear Sir: 

Some months ago the Commission on Hospitals of the 
American Academy of General Practice sent a number of 
copies of the manual on the “Establishment of the Depart- 
ment of General Practice”? for study and evaluation by our 
Board of Regents. This matter was presented through our 
Committee on Public Relations and the Board of Regents on 
November 14, 1953. An approval was given of the principles 
of the manual and special mention was made that the College 
wishes to encourage any work which tends to elevate the 
standards of general practice. 

E. R. Lovetanp 
Executive Secretary 
American College of Physicians 
Philadelphia, Pennsylvania 


Bouquet from Author 
Dear Sir: 

Your policy is so unusual that I was pleasantly surprised 
even though Dr. Hussey had mentioned it. 

May I take this opportunity to congratulate you on the 
format and typography of GP. I know of no medical publica- 
tion which is anywhere near your standards. 

Esert L. Persons, M.D. 


School of Medicine 
Duke University 
Durham, N. C. 


P. S. Dr. Lenox Baker joins me in this appreciation. 
The policy to which Dr. Persons refers is our custom of paying 


an honorarium to our authors. His gracious comments on the 


format and typography make a most pleasant sound in our ears. 
—PUBLISHER 
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diaper rash 


external ulcers 


dermatitis 
(plant, allergic, 
chemical) 


sunburn 
and other burns 


dermatoses 


panthoderm crez 


quickly relieves pain and itching 
stimulates granulation and healing 


s. vitamin corporation 


Casimir Funk Laboratories, Inc. (affiliat 


other in dry eczema 
apply 
the ‘first and only t therapy 
contain pantothenylolh 
2 oz. and 1 Ib.jars, ; 


hard-hitting antibiotic 


ILOTYCIN 


(Erythromycin, Lilly) 


especially for staphylococcus, 
streptococcus, and 


Ppneumococcus infections 


DOSAGE FORMS: 


Tablets ‘Ilotycin,’ 100 and 200 mg. Average 
dose: 200 mg. every four to six hours. 


(Erythromycin, Lilly) ETHYL CARBONATE 


Pediatric 


100 mg. of ‘Ilotycin’ (as the ethyl carbonate) 
per teaspoonful (5 cc.) 


AVERAGE DOSE: 


Thirty-pound child: One teaspoonful every six 
hours. 


Adults: Two teaspoonfuls every four hours. 
IN 60-CC. BOTTLES 


ELI LILLY ANDB COMPANY, INDIANAPOLIS 6, INDIANA, Us Se Ae 
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Editorials 


. . . basic research, prevent the stagnation that might 
Basic Research, Supplier of New Horizons 
otherwise develop in our Western civilization? It is 


In CLEVELAND last October, a distinguished scien- very impressive, and almost frightening to see some 
tist, William D. Coolidge, was honored by a dinner _ of the remaining evidence of the wonderful achieve- 
celebrating his eightieth birthday. Dr. Coolidge is ments of the Mayan civilization in Central America 
best known for his discovery, in 1908, of a method —_and the Egyptian in Africa, and then to read of the 
for making tungsten pliable enough to be drawn ___rise and fall of other civilizations, and finally to note 
into the durable filaments that account for the high the shortness of time involved in each case. It is 
efficiency of electric lamp bulbs. Later he applied _ clear that there have been various causes contribut- 
similar methods to the development of an x-ray tube _ ing to the decline of different civilizations. It seems 
that can be seen in use in almost any x-ray depart- —_ equally clear that a constant supply of new horizons 
ment today. would not of itself guarantee the continued exist- 
The talk Dr. Coolidge gave at his birthday dinner _ ence of a civilization. It might well prolong it, how- 
was published in Science for January 22, 1954. It ever, and would certainly add zest to living.” 
was titled “A Plea for More Fundamental Research In Medicine today, the tendency to favor applied 
Effort.” In a sense, that talk was a warning toallthe research over basic research is exaggerated for pure- 
Nation, and to scientists in particular. Its essence is — ly economic reasons. Any kind of research costs 
contained in the following three paragraphs, which = money. Physicians who have a bent for research 
apply as well to Medicine as to other sciences. often find that they must justify requests for finan- 
“The idea of applied research seems to have been _ cial support by presenting a full account of what 
adequately sold, but, speaking for the country asa _ they plan to do. Although having some kind of plan 
whole, far too little effort is going into basic re- is a good idea, the need for strict accounting has a 
search. Most of our colleges are pinched for money _ stultifying effect. Moreover, one of the readiest 
and will today certainly find it easier to sell the sources for money is the pharmaceutical industry. 
services of their staffs for work in applied science, The generosity of drug manufacturers is a laudable 
directed to some specific end, rather than for work _ thing, but availability of funds from this source turns 
in basic research, which may or may not lead to _ some talented workers too much in the direction of 
useful applications. Not only this, but even the field applied research. Still, there are opportunities of 
in which its applications might lead is unpredictable. the other sort, and physicians generally are doing 
“Everybody can see tangible results, but they — well at the job of supplying new horizons. 
can easily forget the basic research that established 
the new facts or principles and made these results PI Made Safe 
possible. It is most desirable that our educational 
institutions, our scientific societies, our industrial THe danger of homologous serum hepatitis from 
organizations, our labor organizations, and our gov- _ plasma transfusions can be removed by the simple 
ernment encourage and support basic scientific re- | means of Jetting the plasma age at room tempera- 
search. With sufficient basic and applied research, _ ture. Thus, writing in the Journal of the American 
we can confidently hope to maintain and even raise = Medical Association for January 9, 1954, Allen and 
our present high standard of living. associates blamed techniques of storing plasma for 
“Looking still further into the future, may not a _ the prevalence of hepatitis. They commented on the 
continuous supply of new frontiers, provided by fact that viruses survive indefinitely when dried, 
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Growing Pains 


A FEW years ago, when the American Medical Asso- 
ciation was leading a crusade against government- 
sponsored health insurance, newspaper and maga- 
zine notices that were unfavorable or derogatory to 
physicians were passed off as part of a malevolent 
plot by Mr. Oscar Ewing and his supporters. With 
the return of the Republicans to Washington, the 
A.M.A. sighed gustily with relief, and physicians 
generally relaxed in the expectation that better times 
had arrived. Now, in the midwinter days of the 
friendly Administration, the medical profession 
seems to be having tough sledding. 

For most physicians, who are not too sure just 
what is happening, the most disappointing and dis- 
concerting development is the rage of magazine 
articles about what’s wrong with medical practice. 
A number of these diatribes have seemed distinctly 
like blows to the hypogastrium or lower. Small won- 
der then that some dazed doctors have begun to sup- 
pose that the socialist plot, far from being dissipated, 
actually is thickening. For others, there have been 
other reactions—ranging from suspicion of their 
colleagues’ ethics to profound distrust of the quality 
of leadership in the profession. 

-Meanwhile that leadership has been a target in 
its own right. Often enough, the magazine writer’s 
assault has been directed not against medicine or 
physicians in general, but against the American 


ACROSS THE EDITOR’S DESK 


Medical Association, as though the A.M.A. were 
somehow distinct from the medical profession. In- 
deed, some of the attacks seem intended subtly to 
alienate the A.M.A. and its member-physicians. A 
good example is an item that was published in The 
Reporter for February 16, 1954, under the title, 
**A Matter of Health.” It read, as follows: 


If you made a diagnosis of the violent psychosis 
That is now identifiable as ‘‘A.M.A. Disease,” 
You would find that hypertension is induced by any men- 
tion 
Of a method by which people can afford their doctors’ 
fees. 


Hints of government assistance meet with adamant resist- 
ance, 
As their very private enterprise they zealously protect, 
While impartial health commissions who report the true 
conditions 
Are considered (Hippocratically) hostile and suspect. 


Making doctors’ care available to many is assailable 
As socialist conspiracy designed to cut them down, 
And a citizen so luckless as to sicken—and be buckless— 
Must simply fall in debt or on the mercy of the town. 


Yet while angrily rejecting any efforts at correcting 
Such unfortunate lacunae in the health of U.S.A., 

The organ most in need of a prognosis and indeed of 
Rehabilitation is the heart of A.M.A. 


frozen, or refrigerated. And these were precisely 
the physical methods employed for preservation of 
plasma. Small wonder then that the ubiquitous virus 
of hepatitis remained alive and virulent in plasma 
pools. The authors noted, “Had the biological 
principles governing virus survival been heeded, 
lyophilized, frozen, or refrigerated pooled plasma 
would not have been used until it could be demon- 
strated to be free of virus activity.” On the other 
hand, they mentioned that it is well known by 
virologists that viruses do not survive long when 
stored at room temperature in a cell-free liquid 
medium. Hence their report that the way to make 
plasma safe is to let it stand for a few months on 


the laboratory shelf. 


The story of plasma transfusions is a tragic one 
in certain respects. This liquid part of blood is po- 
tentially so useful. It is a cheap by-product in the 
sense that blood which has become outdated need 
only to have its cells removed by sedimentation or 
centrifugation to leave a valuable residuum. Al- 
though it is not a substitute for whole blood in the 
treatment of some diseases, plasma does have cer- 
tain advantages all its own. It can be used quickly in 
emergency states of shock because it does not need 
to be matched to the recipient’s blood. For this 
same reason, donations of plasma can be pooled—a 
big advantage as far as storage is concerned. Volume 
for volume, plasma is superior to whole blood as a 
nutrient, particularly in protein content. Unlike 
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More worrisome still to the republican A.M.A. 
have been the rumblings of dissension between 
themselves and the Republican government. In 
their second encounter with Mrs. Oveta Culp 
Hobby, whose secretaryship they had previously 
blessed, A.M.A. delegates might well have caught 
the impression that the A.M.A. had better start 
solving financial and social problems of medical 
care, or else. More recently, it is apparent that 
President Eisenhower’s “health plan” has added to 
the discomfiture of the A.M.A. Board of Trustees, 
at least in regard to the federal reinsurance propos- 
al. The Board commented, ‘“The Administration’s 
federal reinsurance proposal is indefinite. It is not 
clear whether this is true reinsurance or another 
form of government subsidy. This whole subject 
needs careful study and until the plan is spelled 
out in detail the American Medical Association can 
make no further comment.” 

Efforts to explain the medical profession’s 
troubles of the times are based principally upon the 
thought that the physicians are in a period of tran- 
sition, and are suffering the pains that go with 
change. Thus, Dr. Dana W. Atchley, writing in The 
Saturday Review of January 9, 1954, described the 
growth of science (as opposed to “art”) in medi- 
cine. He stated that we are witnessing a merging of 
the “healer” and the “scientist,” and implied that 
when the process is complete, doctors may expect 
to be more comfortable with their public. In some- 
what the same vein, the February issue of Fortune 
published Herrymon Maurer’s “The M.D.’s Are Off 
Their Pedestal.” The justification for that title is 
contained in the following extract from the article. 


"Today, however, the old-fashioned doctor has 
gone with the old-fashioned family. With new aids 
to diagnosis, new treatments, and new drugs, any 
competent physician can accomplish more and 
quicker cures than he can with any amount of bed- 
side attendance. Under these circumstances pa- 
tients credit the treatment, not the physician, with 
keeping them well. The uncritical awe that used to 
be given to the individual physician is now given to 
medicine in general despite the obvious fact that 
medicine can be nothing more than the activities of 
the men who practice it. There is public ignorance 
of the state of the medical profession. Therefore 
there is public and sensational controversy.” 

An interesting sidelight on the physician’s prob- 
lem is cast by the first sentence in this quotation 
from Maurer, where he notes the passing of “the 
old-fashioned family.” Here’s a thought that some- 
times escapes physicians’ attention. We are not 
the only ones who are in a stage of transition. We 
cannot afford to view our own problems as isolated 
phenomena. We must expect a greater turmoil with 
a greater change. 

Fortunately, our present time of change more 
closely resembles adolescence than climacteric. We 
may look forward hopefully to the rewards of full 
maturity. Some of our troubles surely emerge from 
the tendency often seen during adolescence to try 
to settle differences of opinion by that most unre- 
warding trick of debate—argumentation at different 
levels. Our leaders have a heavy responsibility to 
guide us from this tendency and to expedite our 
maturing by correlating our personal transition with 
the world in which we live. —H' 


blood, which has to be used soon after donation, 
plasma can be kept for months before it is used. 
Indeed, it can be stored for years if it is dried or 
frozen. It was unfortunate that two of these advan- 
tages were responsible in turn for disadvantages. On 
account of the feature of pooling, a donation of 
blood from one person who carried the hepatitis 
virus could contaminate a large amount of plasma. 
And, the economic desirability of storing plasma 
in dried or frozen form served only to perpetuate 
the risk of hepatitis. That risk was not diminished 
by excluding donors who were known to have had 
hepatitis. There were too many carrier donors hav- 
ing a negative history for the disease. So it was that 
5 to 22 per cent of recipients of such plasma de- 
veloped hepatitis. 
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The studies of Allen and his co-workers are re- 
assuring. Plasma can be used safely after all. These 
investigators have shown that hepatitis does not 
follow transfusions of pooled plasma that has been 
stored in a liquid state for six months at room tem- 
perature, provided donor selection excludes those 
with a history of hepatitis or jaundice. After it has 
been made safe by aging in this way, plasma can be 
lyophilized, frozen, or refrigerated for the purpose 
of providing stockpiles for years to come. More- 
over, it has been shown that the plasma stored at 
room temperature loses none of its nutrient values. 
It changes appearance a little—acquires a thin soft 
gel that is readily removed by straining and shows a 
fine powdery white sediment—but this has no prac- 
tical significance. 


So plasma—the juvenile delinquent of transfusion 
practice—has been rehabilitated. And, as is so often 
the case in juvenile delinquency, all of plasma’s mis- 
behaviors seem to have resulted from the environ- 
mental influences of its youth—influences that were 
imposed in the interest of efficiency. Surely there’s 
a lesson here in the risks of being too efficient. 


AN INTERESTING development in hematology is the 
demonstration that splenectomy may be helpful in 
some cases of chronic refractory (“aplastic”) ane- 
mia. Formerly it was believed that there was no 
rationale for this operation in this rather hetero- 
geneous group of anemias that have two features 
in common—refractoriness to hemopoietic stimu- 
lants and a chronic course measured in months or 
years and in countless blood transfusions required 
to sustain life. Moreover, splenectomy was thought 
to be strongly contraindicated in cases in which 
the spleen was a site of extramedullary hemo- 
poiesis (“‘agnogenic myeloid metaplasia”). It was 
argued that removal of the spleen would then de- 
prive the body of one of its sources of blood cells 
and that the anemia would worsen correspondingly. 

In the New England Journal of Medicine for 
February 5, 1953, Green and co-workers reviewed 
the question of splenectomy in agnogenic myeloid 
metaplasia. They found: ‘There was no evidence 
that the course of the disease in most of the cases 
in which splenectomy was performed was appre- 
ciably different from that in patients not subjected 
to operation. Comparison of preoperative blood 
values with those obtained at intervals after the 
operation did not suggest that splenectomy re- 
sulted in decreased blood formation.” They went 
on to admit that splenectomy had little advantage 
for most cases. “However,” they noted, “in oc- 
casional cases dramatic clinical and hematologic 
improvement followed splenectomy.” They ex- 
pressed the opinion that greatest benefit might be 
expected in patients with myeloid metaplasia in 
which severe thrombocytopenia is an outstanding 
feature. The procedure is thought to be somewhat 
less promising for control of a coexistent hemolytic 
process. To support their opinions, the authors 
presented their own studies in five cases of “agno- 
genic myeloid metaplasia” in which splenectomy 
was performed. In no case did the operation have 
a deleterious effect, and one patient showed hema- 
tologic improvement. 

More recently, in the American Journal of Medi- 


cine for October, 1953, Loeb, Moore, and Duba:h 
presented related experiences with ten patients 
having “chronic bone marrow failure.” All of these 
patients had a subnormal rate of red cell produc- 
tion, and in order to survive had required enor- 
mous numbers of blood transfusions over long 
periods of time. In addition, six of the patients 
showed an accelerated rate of red cell destruction 
(hemolytic factor). In nine cases in which it was 
tried, cortisone or ACTH stimulated production of 
red cells. In several instances, long-term steroid 
therapy afforded a considerable degree of control 
of the disease, as measured by a satisfactory re- 
duction in the need for transfusions. However, 
splenectomy was performed as an additional thera- 
peutic measure in seven patients, including four 
of those having increased hemolysis. One of the 
latter died during the immediate postoperative 
period. “In the remaining three,” the authors re- 
ported, “the rate of red cell destruction returned 
to normal or near normal. Red cell production 
was increased slightly in two, and enough to return 
the red cell count to normal in three.” Erythro- 


 cytogenesis was not evaluated postoperatively in 


the sixth patient who survived splenectomy. 

It is not surprising that splenectomy should con- 
trol the acquired tendency to increased hemolysis 
in these cases of refractory anemia. A similar good 
effect has been observed in other types of hemo- 
lytic anemia. However, the beneficial influence of 
splenectomy on the rate of red cell production is 
a somewhat unexpected dividend. This influence 
led Loeb, Moore, and Dubach to suggest that the 
spleen “may actually inhibit red blood cell produc- 
tion in certain cases of chronic primary bone mar- 
row failure.”” Whatever the mechanism, knowledge 
that splenectomy can help some patients with re- 
fractory anemia is a great advance in therapy of a 
disease that has hitherto been most difficult and 
frustrating to treat. 


The Fourth R 


GENERAL practitioners have a big stake in present- 
day methods of undergraduate medical education. 
The products of those methods are tomorrow’s 
graduates—a group that will furnish a new genera- 
tion of general practitioners. Academy members, in 
particular, are likely to be interested, therefore, in 
Dr. Ward Darley’s recent appraisal of education of 
medical students. 

Writing in the Journal of Medical Education for 
February, 1954, Dr. Darley represented medical 
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education as a simple formula: &™ (TP). In this 
formula, C is the student’s intellectual capacity and 
M is his motivation. TP is the medical school pro- 
gram. R represents the factors that interfere with 
the student’s learning and distract his attention. 

Although Dr. Darley had something to say about 
each of the components in the formula, he was most 
forceful and complete in his discussion of R. He 
noted that circumstances that enlarge the effect of 
R have their origin in premedical education. In that 
stage, he observed that the student’s motivation for 
study and learning is distorted by preoccupations 
with grades, examinations, and the competition for 
entry to medical school. Because of emphasis on 
these features, Dr. Darley wrote, “‘. . . the objective 
of premedical education has become, I am afraid, 
education to get into medical school rather than 
education in preparation for the study of medicine.” 
He added, “This perversion of motivation, plus the 
competitive situation to which it contributes, can- 
not help but interfere with the development of sound 
study and work habits, and the proper balancing of 
cultural, social and intellectual interests and abili- 
ties. Furthermore, it cannot help but block, screen 
or pervert the ethical and humanitarian impulses 
that should be behind the desire to study medicine. 
The fact that this same emphasis upon examinations 
and grades continues on into medical school does 
not improve the situation.” 

Foremost among the factors that add to R during 
medical student days, Dr. Darley placed anxiety. He 
listed as causes for chronic anxiety the limited op- 
portunities for recreational and social outlets, a wife’s 
resentment of this same limitation, financial strin- 
gencies (“Almost a third of the students are in debt 
when they receive their M.D. degree.’’), and other 
worries—the internship, where? how financed? ; 
military duty, hot or cold?; how long?; residency, 
what specialty? where? how long? how financed ?; 
certifying examination, what if I fail?; practice, 
when? where? how?” As aggravators for the result- 
ing chronic anxiety, Dr. Darley appended some 
acute situations—“‘the adjustment between college 
and medical school; final examination weeks; the 
adjustment between the sophomore and the junior 
years; the first clinical responsibility ; comprehensive 
examinations; and at home—illness, the birth of 
children and often the relocation of place and space 
to live.” 

It is hard to believe that R exerts its influence 
only upon the medical student’s capacity to study 
and learn. It seems inevitable that R must also affect 
his career as a physician, including the direction in 
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which he turns that career, whether as specialist or 
general practitioner. As the largest group of physi- 
cians, general practitioners have the strongest obli- 
gation to interest themselves in the R of Dr. Dar- 
ley’s formula, particularly in an appraisal of how it 
has influenced their careers and how it may influ- 
ence the careers of their colleagues-to-be. In the 
final analysis, the interest of practicing physicians 
may be the most important factor in the develop- 
ment of methods to control the obnoxious fourth R. 
And if these physicians wonder how they can help, 
since only a minority are members of medical school 
faculties, they need only recall that all of them are 
alumni. 
Carcinoma of the Thyroid Gland 

For a long time there has been a sharp difference 
of opinion about the relationship of nodular goiter 
to carcinoma of the thyroid. On one side has been 
the contention, based on experiences of surgeons, 
that there is a high probability that cancer will be 
discovered in any case of nontoxic nodular goiter. 
Thus, in “Tips from Other Journals” in GP for 
August, 1952, we reported a review of 580 cases in 
which the incidence of carcinoma was 19.8 per cent 
in glands showing solitary nodules and 12.8 per 
cent in thyroids containing multiple nodules. A 
similar study, “tipped” in GP for June, 1952, re- 
ported twenty-five instances of carcinoma in 200 
patients who had been operated upon for nodular 
goiter—an incidence of 12.5 per cent. In this latter 
report, although cancer was found a little more 
frequently in glands having a single nodule, 10.4 
per cent of multinodular thyroids contained 
cancer. 

These and similar experiences have led many 
surgeons to propose that nodular goiters should 
more or less routinely be removed—the assumption 
being that this policy is justified as prophylaxis 
against the development of cancer. On the other 
hand, the validity of this assumption has been 
doubted by a number of clinicians and pathologists 
who have remarked that carcinoma of the thyroid 
is relatively rare in general clinical or post-mortem 
statistics. 

Two articles, recently published in the Mew 
England Journal of Medicine, help considerably to 
reconcile these conflicting viewpoints. In the issue 
of the Journal for September 3, 1953, Sokal ex- 
pressed the belief that the “discrepancy (in 
statistics) is more apparent than real, and is ex- 
plained by the fact that nontoxic goiters reaching 
the operating table are a highly selected group and 


are not at all representative of such goiters in the 
population at large.” His own studies indicated 
that fewer than 1 per cent of unselected nodular 
goiters are malignant. In the October 8, 1953, issue 
of the same journal, Crile stated: 

**Statistics on the incidence of cancer in nodular 
goiter are unreliable because they are based on the 
selected group of patients whose goiters are re- 
moved and do not represent the true incidence in 
the population at large.” 

In that same article, Crile gave his opinion re- 
garding management of nodular thyroids. For 
multinodular goiters, he recommended surgical 
removal whenever the history or consistency of the 
tumor is such as to suggest that cancer could exist. 
Otherwise he noted several reasons why all multi- 
nodular goiters cannot be removed to prevent the 
ultimate development of cancer—(1) multinodular 
goiter common, thyroid cancer rare; (2) 80 per 
cent of highly malignant cancers arise without any 
pre-existing goiter; (3) no relation between nodular 
goiter (involutional) and the relatively common 
papillary cancer. 

For lesions that appear to be solitary nodules 
of the thyroid, Crile advocated surgical removal 
(with some exceptions in patients more than 60 
years old). However, he proposed that surgeons 
should make an important change in their attitude 
toward such operations. Thus, he wrote: 

“Surgeons should view operations for removal of 
solitary nodules not as prophylactic measures to 
prevent the development of cancer but as thera- 
peutic procedures designed to eradicate any 
cancer present. Even low-grade papillary cancers 
of the thyroid gland, if cut into, can be implanted 
and disseminated at the time of operation. Solitary 
tumors should be removed by total excision with a 
wide zone of surrounding tissue or better by total 
lobectomy, including removal of the isthmus.” 


Two and One-Half Billion Patients 


Tue adaptability of animals—their resistance to 
change—is the most important factor for success in 
the struggle to survive. Although that adaptability 
has been studied in many ways, it is by no means 
fully understood. Its object seems obvious—to pre- 
serve the internal economy of the organisms—to 
maintain what Cannon called homeostasis, or steady 
state. The mechanisms for homeostasis operate in 
response to changes within the animal as well as in 
response to changes outside the animal—the en- 
vironmental influences. 


An experiment reported by Griffiths and Gal- 
lagher in Science for December 25, 1953, clearly 
shows how rapidly an animal adjusts at the behay- 
ioral level to a drastic environmental influence. 
White rats were offered a modified self-selection 
type of diet. Two components were saccharine solu- 
tion and dextrose solution. Under the ordinary con- 
ditions of quiet captivity, the animals ingested ap- 
proximately equal amounts of these two sweet sub- 
stances. Then the rats were forced to expend large 
amounts of energy by swimming for a couple of 
hours daily. Promptly they became more discrimi- 
nating in their selection of sweets. Their daily con- 
sumption of energy-yielding dextrose increased 
about fourteenfold, while the calorically useless 
saccharine showed no gain in popularity. 

Of course, humans are animals too, and examples 
might as readily be cited of human adaptability. In- 
deed, because of its higher degree of organization, 
the human organism has some mechanisms for 
homeostasis that make Homo sapiens a rather su- 
perior animal. For centuries, honest physicians 
have acknowledged the importance of natural forces 
that operate correctively when disease affects the 
normal state of the body. That acknowledgment was 
humbly expressed by the surgeon in “I treat; God 
cures.” 

In his book about human homeostasis—The Wis- 
dom of the Body—Cannon proposed that the study 
of natural corrective forces within the animal might 
have a larger and nobler application. He wrote: 

“It seems not impossible that the means em- 
ployed by the more highly evolved animals for pre- 
serving uniform and stable their internal economy 
(i.e., for preserving homeostasis) may present some 
general principles for the establishment, regulation 
and control of steady states, that would be sugges- 
tive for other kinds of organization—even social 
and industrial—which suffer from distressing per- 
turbations. Perhaps a comparative study would 
show that every complex organization must have 
more or less effective self-righting adjustments in 
order to prevent a check on its functions or a rapid 
disintegration of its parts when it is subjected to 
stress. And it may be that an examination of the 
self-righting methods employed in the more com- 
plex living beings may offer hints for improving and 
perfecting the methods which still operate inefli- 
ciently and unsatisfactorily.” 

Things being as they are in the world today, per- 
haps it’s time for more intensive research along the 
lines Cannon suggested. Probably physicians have a 
part to play in such research. 
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A League of Peace 


A piea to physicians for leadership to world peace 
—this is the essence of Trimble’s “Opportunities 
and Responsibilities of the Physician in World 
Affairs” that appeared in the Journal of the Amer- 
ican Medical Association for November 28, 1953. He 
built his plea on the thoughts “that only interna- 
tional understanding will prevent war, that phy- 
sicians have a common language and enjoy the 
confidence of the people more than any other pro- 
fession; that physicians know the true meaning of 
war better than anyone else; that politicians and 
statesmen and soldiers have thus far failed to pre- 
vent wars; and that physicians have a great op- 
portunity and obligation that they must seize and 
fulfill without further delay.” 

All of this is quite a challenge. Someone recently 
remarked that when you hear a man talking about 
a “challenge” you can be sure there’s a deficit to 
be met. Well, that’s true in this instance. There is 
a big deficit in human sympathy and understand- 
ing—the kind of feelings that all religions (Com- 
munism included) profess as the “brotherhood of 
man.” But these feelings are easier to preach about 


Few of us general practitioners seriously consider 
going in for medical writing. Our background of 
training and the constant busyness of our profes- 
sional lives hardly give us an opportunity to develop 
any latent talent we might have in this direction. 
Still, we have an obligation to make the effort, be- 
cause sooner or later we see everything in general 
practice. We see all kinds of illnesses—and in a 
personal, intimate way—in the home, in the office, 
and in the hospital. Some of the things we learn 
from this experience are not learned in any other 
specialty, and we have a duty to let other physi- 
cians know about them. 

Another advantage that is sure to develop out of 
our literary efforts concerns our professional stand- 
ing. Although specialists pay us a lot of tribute with 
words, telling us how important we are in the medi- 
cal scheme, we have the uneasy feeling that some of 
these specialists really regard us as the “backward 
children” in our profession. Successful, construc- 
tive medical writing certainly will elevate our self- 


esteem and probably will improve our professional 
standing. 
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Guest Editorial . . .Medical Writing by General Practitioners 


than to develop. They come from a maturity of 
mind and spirit that is hard to acquire. Trimble 
believes that the physicians of the world have the 
best chance to show it can be done. 

Doctors in the United States have no objection 
to wearing white garb. Even after they have en- 
tered practice, they are accustomed to slipping 
into white clothes when they work in the operat- 
ing room or in the delivery suite. But white robes 
of peace—will these fit the doctors? Trimble thinks 
so. He points to some things that doctors have 
already accomplished in promotion of peace—the 
World Health Organization, the World Medical 
Association, fellowships and funds for interna- 
tional exchange of students, interns, and faculty. 

There is nothing incongruous about assigning a 
task like this to the physicians of the world. Few 
of them are statesmen, but most of them are ready 
enough to tackle any kind of illness that needs 
eradicating. And surely the uneasiness of the world 
today is a kind of sickness—not a new one, it’s 
true, but one for which new methods are needed. 
So perhaps the idea of a ‘Physicians’ League of 
Peace” might not be as visionary or as purposeless 
as it would seem at first glance. 


If we are going to write for publication in medical 
journals, we must face the fact that writing is hard 
work and full of frustrations. Still, we have the in- 
spiring example of other general practitioners who 
have established reputations as successful medical 
authors. Probably the hardest job of all is to get 
started. For example, I have been thinking of work- 
ing up a paper on the general management of several 
hundred maternity cases in a small-town clinic— 
discussing the various ways of handling anesthesia, 
prolonged labor, induction of labor, reasons for re- 
ferral to hospitals for surgery, dangers of breech 
deliveries, and other factors. I am discouraged at 
the amount of work required to do this, and I am 
worried by the prospect of disappointment if my 
efforts are rejected. But I am going to start writing 
that paper right now. If I keep on thinking about 
the work and worrying about the possibility of dis- 
appointment, [ll never get started. I believe that I 
have something good to write about. I am going to 
try to write well enough that my article will be 
accepted. If I fail, then I'll try again. 

—Epwin T. Arnon, Jr., M.D. 
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Neurology in Office Practice 


BY JAMES L. O'LEARY, M.D. AND JOSEPH J. GITT, M.D. 


Section on Neurology, Washington University School of Medicine, Saint Louis, Mo. 


A comparatively small number of anatomic facts can form the basis for a large number of good neurologic 
diagnoses. The neurologic examination itself may be defined as a comparison of the structure and function 

of one side of the body against that of the other, and of the functions of the patient against those of the 
examiner. Headache, convulsions, and vertigo are common neurologic complaints that often are benign. A good 
history and office examination are the first and most decisive steps for discovering their origin. 


Ir NEUROLOGIC teaching was lax as you passed 
through medical school, you may have left with the 
notion that a neurologist is someone with an abun- 
dance of specialized anatomic knowledge, lacking 
which one should not try a neurologic diagnosis. 
Yet you have come to realize the commonness of 
these problems in general practice and the need for 
a simplified approach to handling them. 

The neurologic cases seen in office practice sepa- 
rate into two groups. In the first, the history of the 
illness and the distribution of signs usually lead the 
experienced to a decision based on practical points 
rather than on anatomic lore. The tyro may yield 
short of .a diagnosis of multiple or of amyotrophic 
lateral sclerosis because he forgets how few the 
neurologic conditions are that occur commonly, and 
the practical points which distinguish between them. 
The second group contains the tumors and vascular 
processes. Here, to decide the location of the dis- 
ease within the nervous system requires anatomic 
knowledge. Even then, a minimum suffices for most 
purposes, and it is our intent to codify it for you. 


Figure 1. Sagittal section of the head illustrating the di- 
vision of the craniospinal space into three parts. The mid- 
dle, or infratentorial, part lies between the arrows. 
Cranial nerve origins referred to in the text are located 
approximately with respect to tentorium and foramen 
magnum. These are III (oculomotor), V (trigeminal), 
VI (abducens), VII (facial), and XII (hypoglossal). 
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Rudiments of Neuroanatomy 


Figure 2. The base of the cranium from above, illustra- 
ting the relations of NoTcH and sapDLE. The mesial in- 
ferior margin of the left temporal lobe lies above the 
notch. Note the sharp margin of the notch, and the up- 
permost brain stem extending through. Except for the 
ophthalmic trigeminal, the important structures about 
the saddle are exposed. INFUNDIBULUM indicates the stalk 


| OPTIC NERVE of attachment between pituitary and hypothalamus. 


Other parts referred to in the text are labeled. 


THE NOTCH, SADDLE, AND ANGLE 


Because of their importance in early diagnosis we 
mention first, three sites in the base of the cranium. 
One is the notch in the tentorium through which the 
uppermost brain stem passes into the cerebrum. 
Portions of the temporal lobes of the brain lie above 
and to the sides of the notch (Figure 2), and with 
increased intracranial pressure one temporal margin 
may be squeezed through, compressing the stem 
severely (Figure 3). Under that circumstance of 
either acute head injury or tumor, the patient’s con- 
dition may worsen materially within a few hours. 
Thus, it is important to decide disposition early, 


Commence by dividing the contents of skull and —_ and _ to expedite transfer of suspects of increased 
spinal canal into three parts (Figure 1). Set your _ pressure to a center for specialized care. 
sights upon placing a lesion within one or the other Another site is the sella turcica or saddle (Figure 
of these. The highest is above the tentorium, that 2). Bordering upon it are optic chiasm, cavernous 
fibrous membrane which stretches across the skull _ sinuses, the branchings of the internal carotids into 
between the upper surface of the cerebellum and anterior and middle cerebrals, the oculomotor 
the lower surface of the occipital lobes. The inter- _ nerves, and those portions of the trigeminal nerves 
mediate is in the posterior fossa, and the lowest in which supply the skin above the eyes. Pituitary 
the spinal canal. The cerebrum is supratentorial; tumors grow within the saddle, and these, together 
the cerebellum, brain stem, and most of the cranial — with meningiomas which develop in its immediate 
nerve origins are infratentorial; and the cord and _ neighborhood, may go unrecognized. So be alert for 


Figure 3. A view of the base of a 
brain containing a right-sided tu- 
mor. It shows the effect of herniation 
of the mesial inferior margin of the 
right temporal lobe through the 
notch. Note the edematous state of 
the mesial inferior part of the tem- 
poral lobe and the compression of 
the right side of the stem. There is 
an infarcted area in the distribu- 
tion of the right posterior cerebral 
artery. 


spinal nerves occupy the remainder. 


the circumstances of progressively poorer vision, 


HERNIATION 
MESIAL INFERIOR 
PART, RIGHT 
COMPRESSION 
RIGHT SIDE 
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with or without optic atrophy, paralysis of an eye, 
or persistent discomfort or pain localized above an 
eye. Any of these may also relate to an unruptured 
aneurysm near the bifurcation of an internal carotid. 
Since aneurysm surgery is now making rapid strides, 
it is becoming imperative that unruptured ones be 
diagnosed early. 

The third site (Figure 4) is the cerebellopontine 
angle of the posterior fossa. In the angle, the audi- 
tory nerve lies close to the facial and trigeminal 
ones, and to the cerebellum and wall of the brain 
stem. It is the site of growth of an angle tumor which 
is often diagnosed later than necessary. 


INPUT AND OUTPUT SYSTEMS 


Passing over all material except that which is 
necessary for preliminary diagnosis, let’s now di- 
vide the peripheral extensions from the nervous 
system into input and output parts. Both relate a side 
of the brain stem and spinal cord to the same side of 
the body. Input collects the effects of pin prick, of 
squeezing deep-lying parts (deep pain), and of mo- 
tion and vibration (position/vibration sensitivity). 
The output effects muscle contraction. 

Figure 5 is a body scheme that will facilitate your 
thinking about input and output. With arms and 
legs extended horizontally, the peripheral innerva- 
tion is represented as a pile of segments, each over- 
lying the one below. A break in input or output 
gives local sign, which means that its effects will ap- 
pear usually on one side, and in a narrow sector of the 
pile. Upon the input side such a break is detected 
from pin prick insensitivity in the distribution of a 
nerve, of a part of a plexus, or of one or more spinal 
roots, or by an anguishing pain (“root pain”) which 
seems to spread outward along the root’s distribu- 
tion. Interruption on the output side causes a group 
of muscles having a common nerve supply to show 
flail-like paralysis and wasting. A break in either 
input or output will give an absent, or markedly 
diminished, tendon jerk, which is the remaining 
characteristic of local sign to examine for. 

Input includes those special cranial nerves for 
sight (optic), hearing and equilibration (auditory), 
and taste (facial), and a general series consisting 
of the cranial trigeminal and the successive dorsal 
roots of the spinal nerves. Each such general sup- 
ply has a skin area of distribution known as a 
dermatome. In the aggregate, these skin bands show 
shifted overlapping from mouth to anus, and an 
Anatomy will aid in deciding which level of brain 
stem or spinal cord to assign an interruption. 
However, it is well to learn the span of the tri- 
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Figure 4. A posterior exposure of the brain stem indicating the 
position of the angle (trigeminal, facial, and auditory nerves). 
Glossopharyngeal and vagus nerves are also indicated. Positions 
of important cranial nerves are shown with reference to the floor 
of the fourth ventricle. 


geminal dermatome and of those of the C7 and $1 
roots. These are important ones, and having learned 
them the intervening dermatomes will fall rapidly 
into your pool of knowledge. 

For output it is necessary to know five cranial 
nerve supplies (Figures 1 and 4) and to understand 
the way in which the thirty-one spinal nerves 
distribute. The oculomotor is the highest of the 
cranial series. It passes from the brain stem at the 


Figure 5. Mannikin drawn with extremities extended horizontal- 
ly, illustrating the concept of the body as a pile of segments. 
The dorsum of forearm and hand and the plantar surface of 
the foot are exposed to view. C7 and S1 dermatomes are indi- 
cated. Local sign deficit manifests itself in the horizontal axis, 
long tract deficit in the vertical (descending arrow). 
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tentorial notch: impairment gives paralysis of the 
eyeball save in outward movement, and dilation of 
its pupil; the lid also droops. The level of the 
abducens is that of the middle brain stem; loss of 
function paralyzes outward movement of the eye. 
The motor trigeminal also has a midstem origin; 
it supplies the muscles of mastication. The site of 
origin of the facial nerve borders upon that of the 
trigeminal; it controls the muscles of expression. 
Finally, the hypoglossal nerve, which innervates the 
tongue, arises from the lower stem close above the 
foramen magnum. For the output of the spinal 
nerves one should know at least the biceps (C6) 
and triceps (C7) supplies for the arm, the quadri- 
ceps (L3-L4) and peroneal (L5) for the leg, and 
the junction at T.10 between the innervations of 
upper and lower abdominal musculature. 


‘THE LONG TRACTS OF THE CORD 


If an injury to a cord segment affects output 
origins or input endings, local sign also results, 
just as it does in a lesion of a root, a part of a plexus. 
or a nerve. But a more prominent feature of a cord 
lesion is some combination between motor and 
sensory long tract signs. These signs result from 
interruption of the cord’s vertically conducting 
paths. The impairment then shows itself below the 
segment of the body which corresponds to the narrow 
zone of the lesion. Passing downward over the body 
from that which is obviously normal, a level is 
encountered below which the impairment is evident. 

The maze of cord paths can be reduced to three 
tracts, one motor and two sensory. The pyramidal 
is the long motor tract. It extends from a side of 
the cerebrum to the opposite side of the body, 
crossing at the foramen magnum. Its signs of im- 
pairment are weakness with stiffness in the ex- 
tremities supplied by the part of the tract that 
passes through the injury, exaggerated tendon 
jerks, the upgoing toe signs of Babinski and Chad- 


Figure 6. The same, illustrating a likely distribution of 
deficit in a one-sided lesion of the cervical cord. Local sign 
deficit again indicated by the horizontal arrow. Long 
tract motor signs are likely to appear below upon the side 
of the lesion, pin prick insensitivity upon the opposite 
side. Position vibration is likely to be disturbed upon the 
side of the long tract motor impairment. 


dock, and absent abdominal reflexes. If the side of 
the face is normal and arm and leg both show long 
tract signs, the break relates either to lower brain 
stem or uppermost cord; with the arm also unaf- 
fected, the lesion falls in the thoracolumbar cord. 
However, using long tract motor signs alone, it is 
difficult to be more exact in spotting the site. 

The upward extent of pin prick insensitivity is 
the reliable guide to the level of a spinal lesion, 
and this introduces the first of two long sensory 
tracts, that for pain. The segmental issues of the 
pain tract cross almost immediately from their 
respective inputs. Thus, the upper extent of a 
one-sided pin prick loss points to a break at a 
corresponding site in the opposite half of the spinal 
cord. From this fact we pass to a motor/sensory 
long tract combination that proves a one-sided cord 
lesion: pin prick insensitivity upon one side of the 
body and long tract motor impairment on the other 
(Figure 6). Capture this bit of knowledge and you 
are prepared to make a provisional diagnosis of 
many cord tumors. 

The dorsal column path for position/vibration 
sensitivity is the other long sensory tract. If im- 
paired in a one-sided cord lesion, the loss is de- 
tected upon the side of the motor impairment: that 
up-going tract does not cross between input and 
foramen magnum. Position/vibration insensitivity 
has more significance in neuropathies, multiple 
sclerosis, and combined sclerosis, and is less useful 
for establishing the exact site of a cord lesion. In 
the over-all picture, vibratory loss is likely to be 
the more sensitive indicator of dorsal column in- 
volvement. Figure 7 illustrates the course of the 
two long sensory tracts from periphery to sensory 
cortex. 

A few other facts about the cord also have signi- 
ficance in provisional diagnosis. It is likely that the 
history of a cord tumor will combine local sign and 
long tract aspects of deficit. In the adult, the cord 
is foreshortened with respect to the vertebral canal. 
The cord ends at or near the L1 vertebra, and by 
then it has issued all of its thirty-one pairs of roots. 
Thus, the transverse section of the body at the 
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Figure 7. Illustrates the course of the 
two long sensory tracts from periph- 
ery to cerebral cortex. Note that the 
pain path crosses immediately; the 
crossing of position/vibration path 
is deferred to the foramen magnum. 


upper level of a pin prick insensitivity passes below 
and not through the spinal lesion. The lesion will 
underlie a higher vertebra save in the upper cervical 
region, the discrepancy increasing with descent. 
Tumors of the cauda equina roots which surround 
the terminus of the cord will give diffuse local sign 
with atrophy and marked sensory loss evident 
bilaterally in the lower extremities. There may also 
be bladder retention, a sign which is also not un- 
common in an acutely developing cord compression 
at whatever level. 


THE POSTERIOR FOSSA 


Divide the cerebellum into three parts, midline, 
right, and left. A lesion in a right or left part will re- 
duce control over the same-sided arm and leg 
(Figure 8), more so of arm than of leg. Think of a 


Figure 8. Illustrates where cerebellar signs are likely to 
appear with midline and lateral cerebellar lesions. Ar- 
row from midline closed circle extends to trunk and legs; 
arrow from lateral circle is directed to same-sided arm 
and leg. 
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loose steering mechanism in your car. Impairment 
ranges from the difficult-to-detect to the outstand- 
ing, and is more apparent in goal-directed actions 
(as finger to nose) and in those requiring rapid re- 
versals in direction (as successive pronation-supi- 
nation). The midline part largely participates in 
control of trunk and legs in locomotion; a lesion is 
likely to give a reeling quality to the gait somewhat 
akin to that of acute alcoholism. 

The brain stem is widest in its upper half where 
it is joined to the cerebellum by connecting paths, 
and tapers rapidly toward the foramen magnum. 


“We 
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Figure 9. A plan for cerebral localization drawn 


upon the lateral surface of the cerebral hemisphere. 


The sites of the principal cranial nerve nuclei were 
reviewed earlier. Add to that knowledge the fact 
that the long motor and sensory tracts diverge as the 
brain stem widens upward. Routes of ingress and 
egress of the nerves often pass close to these long 
tracts. Thus, internal lesions of the stem may com- 
bine local sign in the nerve supply ¢o one side of the 
head with long tract impairment on the other side of 
the body. Alternate head/body deficit, then, sug- 
gests a brain stem lesion. Those lesions which grow 
outside the stem are likely to interrupt neighboring 
cranial nerves. The angle tumor mentioned pre- 
viously is the commonest example. 


ABOVE THE TENTORIUM 


One side of the cerebrum controls the other side 
of the body, and the left is the dominant hemi- 
sphere in right-handed persons. Even the visual field 
divides into halves, each of which relates to its op- 
posite hemisphere. A right hand controlled willfully 
from the left cerebrum also operates within the 
visual field of the same. As a feature of dominance, 
speech centers lie along the Sylvian fissure of the 
left hemisphere, and that is why aphasia so often 
accompanies a left-sided vascular lesion. 

The convoluted surface of a hemisphere is very 
spacious as compared with the more compactly ar- 
ranged stem and cord, and we are accustomed to 
thinking of unique features of lesions that lie within 
its different parts (Figure 9). Thus, there is a motor 


strip which backs upon the fissure of Rolando. With 
the will as the executant, this strip controls mo, e- 
ments of the opposite side of the body in the order 
of leg next the convexity at the midline, face next 
the Sylvian fissure, and arm in midposition. A cor- 
responding arrival platform for skin and deep sen- 
sibility fronts upon that fissure. 

Small lesions of the cortex, perhaps large ones 
if compared for size with a cross-section of the stem, 
will impair part functions. Thus, a walnut-sized 
metastasis situated under the arm area of the right 
motor strip can appreciably weaken a left hand, 
leaving the functions of corresponding face and leg 
temporarily intact. By comparison, a lesion of simi- 
lar size in the deep-lying internal capsule may give a 
complete hemiplegia. Other impairments of part 
functions which relate to different sites on the 
cerebral surface are: the occipital pole, vision in the 
opposite half-field; Sylvian fissure, left hemisphere, 
language understanding; Broca’s area, left inferior 
frontal, expressive aphasia; frontal tip, a radical 
cleavage from the pre-illness personality. Figure 8 
summarizes the part functions of the left hemi- 
sphere. 

If a focal cortical lesion occasions irritability in- 
stead of (or, as well as) deficit, partial epileptic 
seizures may spread into the neighborhood. The ex- 
perience occasioned thereby may signal the cortical 
site from which the seizure discharge is occurring. 
In fact, irritability of a cortical focus may become so 
marked that the seizures spread generally and oc- 
casion full-fledged grand mal attacks. In that in- 
stance it is the initiating event which signals the site 
of origin. The walnut-sized metastasis in the arm 
area of the motor strip may give Jacksonian seizures 
signaled by a tonic or clonic contraction in the op- 
posite thumb and index finger. Beginnings in big 
toe and angle of the mouth signal origins from the 
leg and face areas of the motor strip respectively. If 
the lesion is situated in back of the fissure of Rolan- 
do, numbness and tingling in the side of the face, 
hand, or foot are the experiences likely to be caused 
by seizures at respective sites along the sensory ar- 
rival platform. Situated at the occipital pole, bright 
lights can appear in the opposite half-field. If at the 
mesia!-inferior margin of the temporal lobe (just 
above the notch of Figure 2), an odor may be the 
initiating event. 

Any of these points can be accepted by the ma- 
chine-conscious physician. But you may find it 
more difficult to accept as partial seizures those 
brief dream states which arise from disordered ac- 
tion of the temporal lobes. The patient may describe 
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them haltingly, as if he did not expect the physician 
to believe. If the temporal seizure commences from 
a site verging upon the occipital lobe, formed visual 
images may appear as if in a dream, and sometimes 
be referred to the half-field of the affected hemi- 
sphere. Other temporal lobe signals mentioned pre- 
viously, as odors, may also accompany a dream 
state. 

In lesions at the frontal tip of the brain, person- 
ality change may be outstanding. View the patient 
in terms of what you can find out about his pre- 
illness personality. What were his moral standards, 
judgment, work productivity, and his ability to plan 
for the future? 


Examining the Patient 


Likely you can perform a neurologic examination. 
If not we refer you to excellent texts by DeJong, 
Spurling, and Wartenberg to save space for em- 
phasis upon practical points in interpretation. 

Commence with Aring’s brief definition: ‘The 
neurological examination may be defined as a com- 
parison of the structure and function of one side of 
the body against that of the other and of the func- 
tions of the patient against those of the examiner.” 

The examiner should be as right-left conscious as 
the expert responding to the calls of a square dance. 
Forget that most of us are left-brained and right- 
handed and you miss many details. A precise exam- 
ination requires few and simple tools, but there are 
many nuances in the handling of a pin and a reflex 
hammer which are a part of the technique of the 
skilled neurologists, and these tools should not be 
used carelessly. A good tuning fork (C-128) is valu- 
able and is the instrument of quality most difficult 
to obtain; a poor one is worthless. An ophthalmo- 
scope is the other necessary equipment. 

Mental Staie. A neurologist decides early if the 
patient’s mind is clear. If so, there is no obstacle to 
inquiry, and at times the history can almost decide 
the diagnosis. If not, what density of mental fog 
must be driven through to obtain useful, if any, in- 
formation? The terms obtundity, stupor, and coma 
have more meaning thus considered. Besides cere- 
bral lesions, chronic barbiturate intoxication may 
cloud consciousness and unsteady the gait, giving a 
combination suggestive of a disease process. Bro- 
mides, too, may offend. 

Gaits. By studying the gaits of neurologic pa- 
tents, you can learn to identify several without 
\eving any impressive knowledge of nervous anato- 
my. The diagnostic impressions which arise out of 
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this knowledge quickly influence the course of his- 
tory-taking. Some such gaits are the broad-based 
ataxic (legs that are unstable due to disturbed deep 
sensibility), the reeling gait of cerebellar ataxia, the 
spastic (scissors) residual of birth injury, the spastic- 
ataxic of multiple sclerosis, and the shuffling one of 
paralysis agitans. 

Speech, too, has distinguishing features which im- 
press quickly. In scanning speech of multiple scle- 
rosis the last syllables of words are accented. Another 
speech is due to stem lesions and sounds as if the 
words were being spoken through hot mush. Cere- 
bellar speech is akin to the stem variety, but words 
explode. In expressive aphasia there is a loss of the 
words to use. The speech of myasthenia gravis has a 
husky or nasal quality, and its volume may reduce 
with fatigue. 

Involuntary Movements. The unique character of 
each of several involuntary movements also aids in 
separating one neurologic condition from another. 
A pill-rolling tremor occurs in paralysis agitans. 
Quick, purposeless jerks in the musculature of head, 
neck, and upper limb girdle suggest chorea. Pat- 
terned movements, as eye squinting or one-sided 
facial contraction, are called fics. Involuntary rip- 
ples in the limb muscles suggest amyotrophic lateral 
sclerosis. 

Tendon Reflexes. Next, tendon jerks. You may be 
satisfied with four pairs done in right-left succes- 
sion: biceps (C6), triceps (C7), knee (L3—L4), and 
ankle (Sl). Classify jerks as normotensive, hypo- 
tensive, or hypertensive. Such resort to blood pres- 
sure convention will simplify thinking, for an 
anxious patient may have temporarily hypertensive 
jerks; and in the over-all consideration a fair lati- 
tude in briskness of response is permissible if there 
is right-left symmetry. A hypotensive or completely 
absent jerk suggests interference with the spinal 
segmental arc (local sign). If the break is upon the 
motor side, there is often associated local muscle 
wasting: if on the sensory, local insensitivity. Use 
reinforcement before writing that a jerk is absent. 
In some instances, unilateral absence of a jerk may 
point to a single root lesion, as with the relation be- 
tween the S1 root and the ankle jerk. On the other 
hand, bilateral absence of ankle jerks suggests con- 
sideration of diffuse changes, as in tabes dorsalis. 

Markedly hypertensive jerks, particularly with 
after-discharge (clonus), suggest long tract motor 
damage. If the jerks of both legs are hypertensive 
with normotensive arm jerks, consider pathology 
below the cervical cord. If unilaterally hypertensive 
in a leg, examine the other leg for pin prick insensi- 


tivity. Hypertensive arm and leg jerks upon one side 
suggest opposite-sided cerebral involvement. 

Toe Signs. The Babinski and Chaddock toe signs 
have primary importance since the up-going toe is 
sometimes the earliest indication of long tract motor 
disturbance. The expected site would be upon the 
same side of the nervous system if below the foramen 
magnum, upon the opposite side if above. Note that 
a toe sign may signify a physiologic disturbance if 
obtained in deep sleep, with barbiturate intoxica- 
tion, or after a grand mal seizure. Both Babinski and 
Chaddock should be tested for: one only may be 
obtained. The Babinski stroke is carried along the 
outside of the sole of the foot. For the Chaddock, 
the most sensitive skin is close beneath the lateral 
malleolus. The up-going of the toe may lag appre- 
ciably after the stimulus. For complete reliability 
the stimulus should be somewhat painful. 

Sensory Testing. To estimate the intactness of skin 
and deep sensibility, pin prick and position/vibra- 
tory senses should be examined for, phrasing in- 
quiries so as to avoid suggesting right-left differ- 
ences which do not exist. A neurologist faced with a 
possible hysterical basis for one-sided loss to pin 
prick considers two factors: (1) the genitals and the 
inside of the mouth may escape entirely in hysterical 
loss; (2) a loss which stops exactly at the midline is 
also apt to be functional. If in doubt about the lat- 
ter, try to shift the median extent by suggestion: if 
the line remains inflexible, a functional interpreta- 
tion may be incorrect. 

There are skin tests for appreciation of symbols 
which are quickly done and upon which we rely in 
proving that the path from a side of the body to the 
Opposite cortex is continuous. Writing numbers on 
the skin is an example. If the subject is able to call 
them correctly, it is likely that the path from the 
body part to the opposite cortex is intact. 

Optic nerve testing requires attentive ophthalmo- 
scopic inspection of the nerve head and neighboring 
fundus. Is there papilledema, with or without hem- 
orrhages? If you observe the paleness of optic 
atrophy, it may involve one disc, or both, or tempo- 
ral margins only. Where found, always obtain x-rays 
of the skull (looking for destruction of the saddle, 
local bone overgrowth due to a meningioma, or oc- 
casionally Paget’s disease). You may also be able to 
assign the finding to a residual of syphilis or to an 
earlier incident of multiple sclerosis. Can you dis- 
cern retinopathy? If so, it may suggest an ar- 
teriosclerotic, a hypertensive, or a diabetic condi- 
tion. Do you recognize as incidentals small hyaline 
deposits which may occur upon the disc (drusen), 


and areas of sheathed nerve fibers? Either may «:\1- 
fuse an unknowing examiner. 

Patterns of visual defect which can be detected ly 
gross testing are those of one eye, of the peripheral 
vision of both eyes, or of blindness to one or the 
other side of the body. These may relate respective- 
ly to (1) optic nerve, (2) optic chiasm, and (3) optic 
tract or cerebrum. Visual acuity with test charts is 
simply examined for. 

Other Eye Tests. Of the eye muscle nerves we re- 
view only the oculomotor, for it is most likely to 
have lateralizing and localizing value in lesions of 
the base forward of the tentorium. The oculomotor 
contains the bundle which constricts the pupil ; that 
bundle is quite sensitive to pressure and may be af- 
fected alone. Complete paralysis of a third nerve 
gives lid droop and interferes almost completely 
with movement of the globe (sparing only outward 
pull). Unilateral dilation of a pupil may develop 
rapidly when herniation through the notch is im- 
minent, and partial or complete paralysis of the 
larger bundle moving the globe may develop gradu- 
ally due to an aneurysm or tumor located near the 
internal carotid bifurcation. 

Sluggish or fixed pupils relate commonly to CNS 
syphilis. Other interpretations of direct and con- 
sensual reactions to light necessitate some anatomic 
knowledge. Any affection of the third nerve may 
destroy the light reflex arc upon the motor outflow 
side; sufficient optic atrophy reduces the inflow 
which activates it. 

View the sensory trigeminal as having a single 
dermatome which overlaps the upper cervical ones 
near the margin of the mandible and through the 
ear lobe to the vertex. The acoustic neurinoma is 
the important tumor that may encroach upon the 
sensory trigeminal, and the corneal bundle may be 
the earliest part of that nerve affected. Thus, to 
test the corneal reflex and the coincident sensation 
may be as important as the sensory examination of 
the entire face. 

Other Signs. There are a few remaining signs 
which are often used during a neurologic examina- 
tion and require little anatomic knowledge for in- 
terpretation. A stiff neck suggests meningeal irrita- 
tion, and the first two signs to be mentioned are 
confirmatory. With the Brudzinshi neck sign, passive 
flexion of head on chest is followed by flexion of 
both thighs and legs. The Kernig is done with the 
patient in a supine position: the examiner flexes 
the thigh to a right angle and attempts to extend 
the leg upon the thigh. They are usually bilateral 


when they indicate meningeal irritation. 
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The trunk-thigh sign of Babinski may prove mini- 
mal weakness of one leg due to a long tract motor 
disturbance. The patient tries to sit up from a prone 
position, his arms folded over his chest. A weak leg 
will likely be somewhat elevated in the process. 
The Lhermitte sign gives tingling or electric shock 
passing down and out along spine and nerves. It 
may be due to a high cord lesion. The Beevor sign 
is the pulling upward of the umbilicus as a patient 
strains to attain a sitting from a supine position. 
It is due to paralysis of the lower abdominal mus- 
culature, the upper remaining normally innervated, 
and suggests a low thoracic cord lesion. 

Next we turn to neurologic conditions to be met 
in office practice, giving cues to diagnosis and brief 
comments about treatment. 


Headache 


There is a community interest in the headache 
problem. Of all those who seek relief, many pass 
from symptom to treatment without a diagnosis. 
Among the sufferers are those with depression or 
with hysterical tendencies. It is the layman’s notion 
that the mind resides within the head, and if one is 
weighed with troubles, real or fancied, the house 
may bulge at the seams. In hysterics, headache is 
a useful, if unconscious, hold over kinfolk who 
gladly do chores and otherwise minister to the con- 
venience of the sufferer. Having agreed that a head- 
ache may be functional, we admit also that opthal- 
mology, otolaryngology, and internal medicine have 
important stakes in the problem: the pain may arise 
from cranial conditions apart from the neurologic, 
or be a symptom of an illness that has its seat 
elsewhere. 


MIGRAINE 


Extra- and sometimes intracranial vascular insta- 
bility is the basis of many headaches. For migraine, 
typical of vascular headaches, the situation seems 
clear enough, and the changes which occur afford 
useful insight into the causation of pain. These may 
appear in the external arterial supply of the cranium 
only, or in the internal as well, and be diffuse or 
one-sided. Initially, vasoconstriction is presumed, 
with relative ischemia of the affected region. The 
constrictor phase may pass unnoticed; or, if circu- 
lation is reduced, locally or generally, transient 
symptoms of cerebral impairment called prodromata 
can result. Some of these, as shimmerings upon a 
darkening field of vision, are common precursors of 
migraine. Even when such visual prodromata are 
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lateralized, suggestive of localization to the opposite 
occipital region, they rarely occasion alarm. Other 
prodromata are more alarming, as the slow march 
of numbness and tingling from a hand to the side of 
the tongue, ending in transient inability to speak. 
Such a march may signal the corresponding move- 
ment of a temporary vasoconstriction which pre- 
cedes a severe headache. 

Rarely, significant edema of the vessel walls is 
presumed to develop, but this is only likely in 
severe oft-recurring attacks. 

Short-lived vasoconstriction is followed by pro- 
gressive vasodilation. The second phase is likely to 
be much longer and to associate with crescendo 
development of headache. The pain may be one- 
sided, and in that instance we call the headache 
a hemicrania. The relation between vasodilation and 
increasing pain can be followed by observing the 
throbbing of the temporal artery; sometimes pres- 
sure upon that artery, or upon the carotid in the 
neck, provides relief. A migraine episode may reach 
its climax and disappear within a few hours, or it 
may last for several days. 

There is often a family history of similar affec- 
tions, and occasionally of convulsions. Many victims 
are intelligent, hard-driving, and perfectionistic. 
Exhaustion may precipitate a bout. Rigid attitudes 
toward work or homemaking, coupled with reluc- 
tance or inability to talk out hostilities or guilts 
that have been repressed, lead to an accepted notion 
that psychotherapy is the single most important 
factor in treatment. The expertness required varies 
with the importance of emotional factors and the 
difficulty in sizing up those aspects of the problem. 
However, a friendly practitioner with the common 
touch can do much in suggesting sensible readjust- 
ments to the life situation. Sometimes it is only a 
hobby that is needed for relaxation from the per- 
fectionistic drives to which your patient has accus- 
tomed himself. 

Medicinal needs divide arbitrarily into those for 
headache in progress, for avoiding one anticipated 
from prodromata, and for prophylaxis against re- 
currences. Empirin Compound will often give relief, 
although codeine may be necessary for especially 
severe bouts. Use of the latter should be short-lived 
in any case, the attempt to provide prophylaxis 
against recurrences starting immediately. 

Subjects with prodromata may benefit much from 
the ergotamines, if the drug becomes effective early. 
For expedition one may resort to parenteral admin- 
istration of ergotamine tartrate or D.H.E. 45, but 
often that is impractical; and oral preparations, if 


effective, have the advantage that they can be car- 
ried by the patient. Cafergot may give good results 
in some cases, Octin in others. Suppositories of 
ergotamine tartrate and caffeine are under investi- 
gation by Charles for cases in which nausea and 
vomiting occur early and prevent oral medication 
from becoming effective. 

For prophylaxis, psychotherapy is recommended. 
Mild sedation with phenobarbital may be used, and 
occasionally nicotinic acid is helpful in subflush 
doses. 

Certain headaches will also respond to daily 
intake of anticonvulsants, but in our experience 
those headaches are usually of sudden onset and 
short duration. The subjects are also likely to show 
convulsoid activity in the electroencephalogram. 


BRAIN TUMOR 


All familial headaches are not typical of migraine, 
although the principles of treatment remain the 
same. Success is more often measured on the yard- 
stick of confidence than upon that of experienced 
selection of one drug in preference to another. In- 
spiring confidence, you need only hope for sufficient 
diagnostic acumen to recognize the instances in 
which headache is a symptom of serious organic 
disease, such as tumor. 

In the shop-worn patient who has passed from 
one specialist to another without relief from life- 
long headaches, tumor is hardly ever the cause. 
However, examine carefully the patient whose head- 
aches started recently and have become progres- 
sively worse. Often he or she makes no outward 
show of pain, yet appears afraid to move or talk 
lest it be aggravated. Contrast with a hysteric giving 
headache as the complaint: the latter often uses 
superlatives in attesting an agonizing disability. A 
show of pain is not a clear index of severity; con- 
versely, the passivity of some patients lulls the sus- 
picion of a serious underlying condition. 

With suspicion aroused, a careful neurologic ex- 
amination, including ophthalmoscopy, becomes nec- 
essary; skull plates and a brain wave tracing are 
also recommended. But with everything one can do 
or order from the office, tumor is not invariably 
ruled out in such instances. 

There are those patients who complain only of 
headache, have normal eye grounds and a noncon- 
tributory neurologic examination but show border- 
line obtundity, and who later prove to have an in- 
tracranial tumor. The very dilution of these cases 
in a busy general practice makes them the more 
difficult to segregate. 


Convulsion 


Like headache, convulsion can be the init:,:| 
symptom of a serious organic condition, such «5 
brain tumor. An adult “‘first”’ is suspicious of tumor 
if there were no febrile or other seizures in eaily 
childhood, or of interim head injury, meningitis, 
or encephalitis. Seizures of recent origin and those 
traceable to the remote past have in common the 
infrequency with which even a careful neurologic 
examination will disclose significant findings. 

A brain wave test notably increases the chance 
that a seizure which is a portent of organic disease 
can be identified. Skull plates, for abnormal calcifi- 
cations and for evidence of increased intracranial 
pressure, are also important. The suspicion that a 
seizure is a portent suggests investigation by a 
specialist; conversely, seizures ascribed reliably to 
familial origin can be treated prophylactically with 
anticonvulsants. 

One should be chary of using anticonvulsants too 
soon in an adult “first”; better await developments, 
for Dilantin may be quite effective in controlling 
seizures that arise at the margins of a growing 
tumor. Lacking the seizure alarm, a tumor may 
grow silently to inoperable size, As with headache, 
portents are usually well diluted by the cases in 
which seizures have a familial or obscure etiology. 

Grand and petit mal are terms widely used for 
major and minor seizures. Mistakes are made in 
passing certain recurrent syncopes which have a 
convulsive origin, in unduly broadening the petit 
mal group to include partial seizures, and in not 
recognizing psychomotor attacks as convulsive 
equivalents. In deciding between the history of 
syncope and that of convulsion, transitory drowsi- 
ness or brief confusion are possible aftermaths of a 
convulsive episode; and a brain wave test may show 
convulsoid activity in patients having attacks that 
would otherwise be called syncope. Such syncopal 
equivalents of convulsion respond well to anticon- 
vulsant medication. 

If the term petit mal is made too inclusive, it leads 
to neglect or misdiagnosis of partial seizures which 
signal focal cerebral disturbance. Even partials of 
fleeting character may be a portent of tumor, and 
the group as a whole should be distinguished from 
childhood absences as meriting special consideration. 

Furthermore, Dilantin is an effective anticon- 
vulsant for partials, and ordinarily ineffective in 
petit mal. If a brain wave test (EEG) discloses 
paroxysms of 3/second spike and wave, the chances 
markedly favor petit mal against partials; on the 
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other hand, the EEG showing focal disorder sug- 
gests partial seizures. 

Finally, psychomotor seizures are episodes of 
peculiar behavior that tend to repeat similarly from 
attack to attack. During one, the subject may re- 
main ambulatory, even though self-awareness is 
partially obliterated. If grand mal and psychomotor 
attacks occur in the same person, the psychomotor 
diagnosis is made easily; however, the latter may 
occur in the absence of grand mals. When they do, 
an electroencephalogram during sleep, as initiated 
by F. and E. Gibbs, may disclose a spike arising 
from an anterior temporal region. 

The choice of anticonvulsants has so increased 
that the physician may be confused about which one 
to select. Trial of new ones is by no means an over- 
night proposition. Even severe convulsives may 
have no more than several attacks per month, and 
to try the selected remedy requires several months 
of continued use. Some drugs also have an inci- 
dence of skin rashes and of adverse blood reactions. 
Thus the general practitioner will do well to 
remember Dilantin and phenobarbital as the work 
team of convulsive disorder; if a good tractor re- 
places them you will hear of it soon enough. 

Established convulsives may have a diathesis or 
predilection for seizures that is more or less unaf- 
fected by successful medication. A convulsive who 
remains seizure-free for several years on anticon- 
vulsant medication is not cured; and if for any 
reason it becomes necessary to change medication, 
the dose should be reduced gradually with substitu- 
tion of another drug. One exception is the ap- 
pearance of drug sensitivity; another, complete 
ineffectiveness in control. Think of an effective 
anticonvulsant as establishing a blood level through 
continued intake. Until that is sufficient, seizures 
recur. Thus, a new patient should be warned that 
the drug you select may not stop seizures im- 
mediately. 

Dilantin, 0.1 Gm. t.i.d., is a usual dose for adults 
having grand mal or psychomotor seizures. Toxic 
side-effects, such as reeling gait, slurred speech, 
and impulsive temper outbursts, will not ordinarily 
occur on such a dose. When seizures are reduced in 
number and severity but do not disappear, add 
phenobarbital, 60 mg. at bedtime, if the remainder 
are chiefly nocturnal, or 30 mg. t.i.d., if diurnal. If 
the added phenobarbital is also ineffective, one may 
try increasing the Dilantin to q.i.d., with the 
warning to omit the extra dose if toxic signs occur. 
For childhood petit mal, as well as for grand mal, 
it is well to begin with phenobarbital in small 
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divided doses, for many childhood seizures, what- 
ever the type, can be controlled by that drug alone. 
If that is ineffective, Paradione or Tridione can be 
substituted for petit mals and Dilantin for grand 
mals. 

The general practitioner may be asked whether 
the subject of convulsions can have children without 
undue risk of having one with epilepsy. No dog- 
matic answer suffices, and you are recommended to 
Lennox’s Sctence and Seizures as a small compendium 
of information which the doctor may use in advising 
the patient. 

Finally, there are three principles of anticonvul- 
sant control. Know well the use of a few drugs, de- 
pend upon day in and out medication, and if the 
patient becomes seizure free as a result, do not re- 
duce the drug intake except in an emergency. 
Gum hypertrophy due to use of Dilantin is not an 
emergency; if it becomes unsightly enough to stop 
medication, a few weeks should be taken for the 
gradual substitution of another drug. Sudden with- 
drawal of an effective drug may lead to status 
epilepticus. 


Vertigo 


Giddiness and dizziness are words sometimes 
used for an attack of vertigo. Accept those instances 
which would fit your experience were you to rise 
suddenly after being whirled rapidly in a swivel 
chair. Attacks vary in intensity. Nausea and vomit- 
ing are understandably a feature. 

Vertiginous attacks place an auditory nerve 
under suspicion, either at its terminus in the 
labyrinth (hydrops), in the angle where it neighbors 
upon facial, trigeminal, and vago-glossopharyngeal, 
and in equilibratory centers of stem and cerebellum 
where it ends centrally. The cerebral cortex beneath 
the fissure of Sylvius‘is also a possible site of origin 
for the disorder that occasions vertigo. 

By and large, the cases of vertigo seen in office 
practice have an obscure etiology. Search as you 
may, the cause is difficult to get at. But among the 
routine are those in which vertigo is a portent. Thus 
the symptom merits intensive search for a cause 
before resorting to palliative medication. 

A vertiginous attack may be an equivalent for the 
headache of migraine, in which instance the family 
history is important, and the treatment outlined for 
migraine may be successful. Again, vertigo can be a 
convulsive equivalent, attacks of brief duration 
being succeeded by drowsiness in this circumstance, 
and the brain wave tracing showing paroxysmal 


tendencies. If a convulsive equivalent basis is likely, 
anticonvulsant medication may succeed. 

In younger women, a severe vertiginous attack 
may be the portent that multiple sclerosis will ap- 
pear later; the suspicion necessitates careful cover- 
age of other systems vulnerable in that condition. 
In old people, a surface stem artery looping about 
the. auditory nerve may become arteriosclerotic, 
compressing the auditory nerve locally in the 
angle. 

Syphilitic meningitis and torula have a predilec- 
tion for the angle and sometimes present with 
vertiginous symptoms. Deformation of the base of 
the skull (platybasia) or Paget’s disease may rotate 
the petrous pyramids and occasion vertigo. Violent 
vertigo may develop as the first sign of occlusion of a 
lateral penetrating vessel of the stem. In addition to 
supplying the stem area containing pin prick paths 
from the same side of the face and the opposite side 
of the body, lateral stem arteries supply vestibular 
centers. Tumors of the cerebellum and of the 
angle may cause vertigo as a symptom. Finally, in 
some instances, vertigo can be a manifestation of 


“street neurosis,” appearing then as a neuroii 
symptom which invalids the patient to her hone. 

Important features of the neurologic work-up ai: 
caloric tests and audiometry for which you will 
likely call your consulting otologist; tests of co- 
ordination for both midline and lateral cerebellar 
parts; search for nystagmus and for sensory deficits 
upon face and body ; performance of eye movements ; 
and special skull x-rays to demonstrate the meatus 
by which the auditory nerve enters the temporal 
bone or any deformations at the base. 

After exhausting these possibilities, many verti- 
gos will remain where the etiology is obscure. Re- 
course to small doses of phenobarbital, Dramamine, 
Benadryl supplemented by hyoscine, or atropine 
may provide relief. The last named is likely to be most 
effective. Where an incident of vascular occlusion 
of lateral stem vessels is suspected in older indivi- 
duals, nicotinic acid in subflush doses may be useful 
adjunctive medication. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Here’s a Helpful Hint. . . 


FOR EXAMINING 


THE RETINA 


For better examination of ocu- 
lar fundi, hypertensive patients 
should routinely have their pu- 
pils dilated. Paredrine Oph- 
thalmic Solution—one or two 
drops in each eye—is a little 
slow but is relatively safe for the 
purpose.—Stanitey R. Tru- 


MAN, M.D., Oakland, California 
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Present Therapy for Emotionally Induced Illness 


BY JOHN A. SCHINDLER, M.D. 


Monroe, Wisconsin 


In the experience of 421 general practitioners, the incidence of emotionally induced illness is 31 per cent. 
Most such patients are treated by ‘‘substitution therapy’’—a method in which the doctor provides the patient 
with a ready-made diagnosis of an organic disease, and then treats the patient for that disease. A smaller 
number of patients are told their trouble is due to “‘nerves."’ Then they are given a sedative. A few patients 
receive psychotherapy. The present status of therapy in E.I.I. is a dark chapter in modern medicine and leaves 


no room for professional pride. 


THERE is no greater public health need today, and 
no more important problem for contemporary 
medicine, than the development of a method of 
rapid adequate therapy for emotionally induced 
illness. Three facts bear out this statement: 

(1) Thirty per cent or more of all the people 
seeking medical care have an emotionally induced 
illness, - 

(2) The majority of patients with emotionally 
induced illness are receiving therapy which is the 
same in principle, and probably no better in qual- 
ity, than this same kind of patients received two 
thousand years ago. This is practically the only 
group which the great advances in medicine have 
left untouched. Admittedly, the dark spot in 
modern medicine, the picture in regard to E.I.I. 
becomes darker still, when one realizes that iatro- 
genic disease is the most common complication of 

(3) Without raising the question of its effective- 
ness in the individual case, what is today termed 
“adequate psychotherapy” for emotionally induced 


illness is completely incapable of solving the prob- 
lem. As it is now understood, “adequate psycho- 
therapy” for these patients requires in the neigh- 
borhood of fifteen to twenty hours. Thus, if all 
patients with E.I.I. were referred to psychiatrists, 
several hundred thousand psychiatrists would be 
required in the United States. There are only five 
thousand available. If the general physician were to 
be trained to give his own “adequate” therapy (as 
it is now conceived), he could treat the equivalent 
of one patient a day if he worked twenty hours a 
day. But the average doctor load in the United 
States is twenty-three patients a day. 

The magnitude of the problem is obvious. The 
answer is not. 

To get additional data on facts that seem fairly 
obvious in any clinical practice, a series of ques- 
tions were asked of general physicians at medical 
meetings and by mail. Answers have been received 
from 421 general practitioners from all parts of the 
United States. Although the number is not large 
enough to be statistically significant, the answers 
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“Various nostrums have always en- 
joyed a startling degree of success.” 


do reveal a trend. In general, I believe the answers 
would be similar from an equivalent group of 
general internists, or any other group of physicians 
not specializing in psychiatry. 


The Incidence of E.I.I. 


The first question, “What is the incidence of 
emotionally induced illness, or psychosomatic illness in 
your practice?” brought answers which averaged 


31 per cent. The questionnaire stated that psycho- 
somatic illness without structural change was meant. 
The inclusion of psychosomatic illness with struc- 
tural changes would have raised the incidence but 
would have introduced a greater question regard- 
ing the adequacy of diagnosis. It is the inclusion of 
cases with structural change that brings the Yale 
University Group’s figure to 74 per cent. Ninety- 
six per cent of the physicians indicated that their 
answers were on the basis of a thoughtful estimate. 
Although there were some figures which differed 
widely from the average 31 per cent, these were 
relatively few and were usually a higher figure. 
Four per cent of the physicians said their estimate 
of the incidence was based on a numerical record 
of patient diagnoses, and their average figure for 
the incidence of E.I.I. was 36 per cent, or prac- 
tically the same. 

The patients with E.I.I. were treated by the 421 
physicians by the four different methods indicated 
in Table 1, and descriptively outlined below. Since 
some of these methods do not have commonly used 
names, they were carefully described and defined in 
the questionnaire. 


Substitution Therapy 


A majority of these patients (86 per cent) j- 
ceived what we may term substitution therapy. 

Substitution therapy consists in substituting, i) 
the explanation to the patient of why he feels like 
he does, an organic reason for the illness and 
symptoms. The therapist then follows with measures 
ostensibly aimed at this substitute organic diagnosis. 

History of Substitution Therapy. This method is, 
of course, a type of psychotherapy, and has been 
the usual way of treating E.L.I. since the dawn of 
history. It has been found practical because 60 
per cent of the patients with E.I.I. so treated feel 
better for a period of two months. This same degree 
of improvement appears to hold true, regardless of 
the type of substitution that is used as long as it is 
persuasively suggestive and is adapted to the in- 
tellectual level of the patient. Two months of im- 
provement is sufficiently long for advertising, and 
so quacks and cultists, as well as the manufacturers 
of various nostrums, have always enjoyed a startling 
degree of success. 

The basic principle of substitution therapy has 
always been the same, regardless of what it might 
be in detail. “You are sick because you have thus 
and so. What I am going to do for you will eliminate 
thus and so.” 

In primitive times, the witch doctor’s substitute 
diagnosis was, “You are possessed by an evil spirit.”’ 
Then, by methods far more dramatic and suggestive 
than anything we have today, he proceeded to 
drive the evil spirit out of the patient. 

In medieval times, the barber surgeon told the 
patient there was an imbalance in the four humors, 
and he proceeded to get rid of the one that was 
most easily let out. If it had not been for the barber 
surgeon’s temporary success in 60 per cent of his 
E.LI. patients, the profession of medicine could 
not have continued down to the present day. He 
could certainly do very little for organic disease. 
Another medieval substitute diagnosis was “gas,” 
and this is one that the profession, although it does 
not include it in the diagnostic index, is still em- 
ploying constantly in substitution therapy. It is 


per cent of patients 
type of therapy treated by this method 


Substitution 


Nonpsychiatric psychotherapy 
Psychotherapy by psychiatrists 
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about the only contribution of medieval medicine 
that is still finding contemporary use. 

The cultist tells the patient he has a vertebra out 
of place, and suggestively proceeds to replace it. 
The substitute diagnoses of the medical profession 
at least are faintly touched by the breath of science, 
but in essential principle, the basic method is the 
same, and the degree of success remains the same. 

Ethical Considerations. Superficially, substitution 
therapy might seem to be at once dishonest and 
outmoded. But this is not true. Substitution therapy 
continued to be the method in greatest use because 
physicians, both general practitioners and special- 
ists, recognize it as the best method available in the 
lime they have at their disposal. Properly applied 
substitution therapy has helped an untold number 
of people. Its proper application calls for that 
peculiar quality in medical practice that has always 
been called the “Art of Medicine.” 

In a general way, the Art has always been con- 
cerned with the emotional side of the patient. 
In medieval times, the Art was practically all that 
was any good in the practice of medicine. Of 
course, later there came digitalis, smallpox vaccina- 
tion, and today, there are many other things which 
have made the Art of secondary importance in the 
organic ailments of patients. But without the Art, 
the physician could get nowhere with the E.LI. 
patient. In E.I.L., it is so important that the Art 
might be well defined as the approach (continually 
fluid and reoriented) by which the doctor keeps his 
emotionally ill patient from going to another doctor. 
The basis, then, of substitution therapy is the Art. 


Principles of Substitution Therapy 


The first principle of the Art of Medicine in the 
practice of substitution therapy is to use a diagnosis 
that will not make the patient any sicker; the sub- 
stitution diagnosis must be less serious than the 
disease the patient is afraid he has. Further, the 
diagnosis must be nicely calculated to explain all 
the symptoms, usually bizarre, without suggesting 
a need for further apprehension. Not to be wise in 
the choice of the substitution diagnosis will cause 
trouble later for the doctor, as well as the patient. 

A third feature of a good substitution diagnosis 
is that it should be such that it will weather the 
ravishes of time and trouble, should it be called 
upon to do so. It should permit a possible pro- 
longation of symptoms, it should allow flexible 
Openings to encompass new symptoms, it should 
still be presentable when the old symptoms recur. 
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“You are possessed by an evil spirit.” 


A common error is to pick a diagnosis such that 
merely a prolongation of symptoms must inevitably 
lead to a new diagnosis, or what is worse, to surgery. 
Consequently, “poorly functioning gallbladder,” 
“chronic appendicitis,” or “ovarian disease” do 
not constitute artful substitution therapy. The 
deleterious effect of such a diagnosis upon both the 
patient and the doctor becomes most manifest in 
the patient relieved of both ovaries long before 
their time. It is impossible to estimate how much 
of the surgery that is being done constitutes sub- 
stitution therapy. It must be considerable. “High 
blood pressure” is, likewise, not a suitable sub- 
stitution diagnosis, although it has been used in 
this way so long and so persistently that the gen- 
eral public has been educated to accept the ordinary 
rises in blood pressure as a cause of a great multi- 
tude of symptoms, ranging from lightheadedness 
to painful feet. 

Much better substitution diagnoses are those 
most familiar, such as “a slightly low blood count” 
or “a slightly high (or low) basal metabolic rate.” 
A homely one, for which the public believes there 
are good tonics besides Carter’s Little Liver Pills, 
is “sluggish liver.” Fairly good substitute diagnoses 
are “‘fibrositis,” “‘gastritis,’ and “pylorospasm.” 
In the Park Avenue class of practices, a good one 
used to be “borderline adrenal insufficiency,” but 
with the advent of ACTH and cortisone, and their 
publicity, the adrenals now lie in a pretty serious 
category and had best not be pulled out into the 
psychosomatic’s view for fear of getting the doctor 
in a hot spot. Very bad Art are “heart disease,” 
even slight; or “colitis,” even mucous; or “a spot 
on the lung,” even small. But every doctor de- 
velops his own system, and one soon knows which 
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of one’s colleagues the new patient has previousiy 
seen, merely from the diagnosis and treatment he 
received. 

The science of medicine being what it is today, 
and living room, ladies aid, and press publicity 
having attained the perfection they have, no 
physician is apt to have his name revered in con- 
versational circles if he is not a Watson with the 
needle. To penetrate the psyche, as well as the 
soma, the modern physician is compelled to resort 
to injection therapy. A common psychic injectable 
is liver extract, since liver extract connotes to the 
public a recuperative power, as well as blood 
building and strengthening effects. Biz is fast re- 
placing it, however. It has an advantage over liver 
extract in that it suggests four more cylinders than 
the automobile companies are getting into their 
products. Then there are the androgens, which 
carry with them the awe of a Blackstone levitation 
and promises of the same floating ease. And, of 
course, there are the vitamins, particularly the 
class known as fortified vitamins. These are a bless- 
ing when the recalcitrant patient gets bogged down 
in the rough. Of these three general groups of in- 
jectables, a great, great deal more is being used in 
treating E.L.I. than is being used for the specific 
purposes for which they were originally intended 
by the diligent research workers who originally 
perfected them. 

However, the Art is not without its more scientific 
side, and even though the substitute therapist may 
be making a frontal assault with the injectables, he 


“Diagnosis must be well calculated without 
suggesting a need for further apprehension.” 


will certainly be prescribing some combination of 
phenobarbital, or, if he is older, the elixir of trij:le 
bromides. The triple part was psychotherapy for 
the doctor. There is more phenobarbital used in the 
United States, by far, than any other prescribed 
drug. 

There is more to be said for substitution therapy 
than the two-month improvement in 60 per cent 
of the patients. Under proper conditions and well- 
directed management, a small percentage of the 
patients derive more than a temporary benelit. 
Giving a minor diagnosis to a patient whose only 
trouble is a fear that he has a serious ailment al- 
most immediately effects a cure. Also, substitution 
therapy may stabilize a patient long enough to 
allow the situation which precipitated the illness to 
be dissolved and swept away, and the illness with it. 
Finally, a physician well versed and adroit in the Art 
can keep the chronic patient from becoming worse, 
or he can keep the patient from falling into the 
hands of a dangerous charlatan. 

The bad features of substitution therapy are, 
first, that its permanent good effects are of a low 
order (Table 2), and second, in the hands of any 
but the most expert, the method leads to a high 
percentage of iatrogenic illness. In my own practice, 
three out of five patients who come to me with 
E.LI. have significant iatrogenic complications. 

The quackeries and nostrums of every age are 
made possible by the patient with E.I.I. If the 
medical profession could cure this disease as 
readily as most of the organic illnesses, quackery 
would no longer exist. 


“Nerves” Plus Sedation 


Seven per cent of the patients with E.LI. were 
treated by the 421 physicians by the simple method 
of assuring the patients that they were not or- 
ganically ill, but that their disturbances were due 
to their “nerves,” and giving them sedative medica- 
tion. 

This form of treatment is time-saving, but it is 
used much less frequently than substitution therapy 
because it is attended with much less success. A 
physician has only to use this method for a time to 
learn that the run of psychosomatic patients are 
neither benefited nor held by it. The patient so 
treated often feels insulted, and he feels he is the 
victim of a poor and inadequate diagnostician. He 
keeps up his search for the diagnostician who can 
appreciate the immensity of his illness. The only 
way this method has any great chance of success is 
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Table 2. 


no. of 


Substitution therapy . . - 159 
Nerves plus sedatives .. . 60 


for the physician to take the time to explain to the 
patient the nature of his illness, the manner in 
which the emotions produce the disease, what par- 
ticular emotional pattern in the patient is re- 
sponsible, and how re-education is to proceed. 
And this, of course, is “adequate psychotherapy” 
which requires from ten to twenty hours a patient. 

However, the method of “nerves” plus sedatives 
does have a place in the treatment of E.L.1. if it is 
judiciously used and if the patient is carefully 
selected. It can be used on the patient with whom 
the doctor is well acquainted and who has demon- 
strated his confidence in the doctor on previous 
occasions. It can be used on the patient whose 
symptoms have been of short duration and who 
suggests himself that his symptoms may be merely 
“nerves.” Beyond that, it has very little success, as 
indicated in Table 2. 


Psychotherapy 


By the General Physician. Five per cent of the 
E.LI. patients of the 421 physicians received treat- 
ment which was an attempt at expressive psycho- 
therapy. This was defined in the questionnaire as 
an attempt to show the patient that his emotions 
were primarily responsible for his illness and to 
attempt reorientation. 

More specific details of the management of this 
therapy were not elicited in the questionnaire ex- 
cept the number of hours per patient this form of 
treatment required during the first month the 
patient was seen. For the doctors using such 
measures the average time required per patient 
was two and one-half hours, while the longest time 
was four hours, so that, obviously, the psycho- 
therapy that was being practiced could not in any 
sense have been intensive or adequate by psychiatric 
standards. The significant point is that few patients 
with E.L.L. are receiving anything remotely sugges- 
tive of treatment aimed at the primary cause of 
their disease. 

By the Psychiatrist. What was purely an estimate 
by the majority of the 421 physicians was that 2 
per cent of the psychosomatic patients in their 
practice were being referred to psychiatrists. A sub- 
question under this heading was, “Were these 
referred because you suspected deeper psycho- 
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pathology than mere E.1.1.?” This brought answers 
of “Yes” from most of the doctors (90 per cent). 


Results of Various Forms of Treatment 


For the obvious reason of avoiding mere impres- 
sions, the questionnaire did not inquire into the 
effectiveness of the various forms of treatment. In a 
disease as variable in its natural course as E.L.I. 
with spontaneous remissions and exacerbations, it 
is difficult to weigh the value of treatment. Further- 
more, very definite and stringent criteria must be 
formed and met if an analysis of treatment is to be 
anything more than a clinical impression. 

In my own practice, I have followed a group of 
159 patients receiving substitution therapy and 
sixty patients receiving “nerves plus sedatives.” 
The criteria selected arbitrarily were these: 

1. If, after the initial visits, the patient did not 
find it necessary to visit a doctor for at least a year, 
and at the end of a year said he felt well, he was 
considered “cured.” 

2. If the patient continued to visit a therapist, 
but at the end of a year admitted marked improve- 
ment, he was considered “improved.” 

3. If the patient continued his visits to a prac- 
titioner, and at the end of a year said he was no 
better, he was considered “unimproved.” 

The results are given in Table 2. 

Elsewhere, my results with a form of non- 
psychiatric psychotherapy are being reported along 


“A common error is to pick a diagnosis 
such that merely prolongation of symptoms 
must inevitably lead to a new diagnosis.” 
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with a detailed description of the method. There 
are no data available on the psychiatrist’s success 
with E.I.I. My own patients referred to psychiatrists 
cannot be classed as a parallel group to the above. 
They were admittedly the toughest of the lot. Some 
turned out to have potential major psychoses; 
others had grave and deeply rooted behavior 
problems or obsessions. However, on the basis of 
the above criteria, they did not make a good showing. 


What is, obviously, needed more than anything 
else n the practice of medicine today is an ade- 
quate rapid method of therapy for emotionally in- 
duced illness which can be used effectively by the 
general practitioner and by the nonpsychiatric 
specialist, as well. This is not a readily met de- 
mand, and the psychiatrists, from whom it should 
come, have not as yet come forward with the solu- 
tion. 

The medical profession stands in the embar- 
rassing position of condemning unscientific cults 
and quackery (and quite rightly) and, neverthe- 
less, handling more than 30 per cent of their pa- 
tients by methods no better and no different from 
the methods used by those they condemn. Cults, 


Detection of Lung Cancer 


In A mass chest x-ray survey of 536,012 persons, 
there were 398 instances in which lung tumor was 
suspected by an x-ray review board. Special arrange- 
ments were made for follow-ups of these cases, with 
results reported by Cannon and Murray as follows: 


Primary bronchiogenic carcinoma (proved)... 39 cases 

Primary bronchiogenic carcinoma 
(presumptive) 

Metastatic pulmonary tumors 

Other types of cancer 

Miscellaneous group 


No follow-up report 


19 cases 
1 case 


275 cases 


There were a number of discouraging aspects to 
these results. The yield of cases of primary lung can- 
cer was “‘depressingly” low—less than 1 in 14,000 
of the 536,000 persons surveyed. There was a long 


quackeries, and nostrums continue to exist be- 
cause E.I.I. continues to exist. And emotionally 
induced illness continues to exist because the ned- 
ical profession is not curing it. Once we begin to 
cure E.I.I. as quickly and effectively as we do most 
of the common organic illnesses. quackery, cults, 
and nostrums will d'e for lack of substance on 
which to live. 

The practicing physician must not be criti- 
cized for treating 86 per cent of his patients with 
E.L.I. by substitution therapy. To date, it is the besi 
meihod of therapy at his disposal, and he is entitled 
to use it until a better method is placed at his dis- 
posal. 

A subsequent article (May issue of GP) will 
describe a method of therapy for emotionally in- 
duced illness, which is at least suggestive of one 
direction which efforts to find rapid adequate 
therapy may possibly take. 

Although the method to be described has been 
developed by a non-psychiatric physician, and al- 
though it differs widely in essential principle and 
technique from current psychiatric beliefs, it, never- 
theless, appears to have a considerable degree of 
success. An important element in its favor is the 
fact that it requires only an infinitesimally small 
amount of the doctor’s time. 


delay—averaging fifty-six days—between the time of 
the initial survey film and the establishment of a 
final diagnosis. Almost half of the thirty-nine cases 
of bronchiogenic carcinoma were not suitable for re- 
section; and of the twenty-two patients who under- 
went resection, only five were alive and well three 
years after the date of the original survey film. 

Nevertheless, Cannon and Murray concluded that, 
in a survey directed at tuberculosis, the costs of pro- 
viding a follow-up study of the relatively small group 
of tumor suspects were justified. In addition, they 
emphasized that the screening technique is appli- 
cable to detection of lung cancer. They suggested 
that screening be incorporated into existing routines 
—hospital admissions, examinations of employees in 
business and industry. (New England J. Med., 250: 
14, 1954.) 
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BY LYMAN C. BLAIR, M.D. 
Houston, Texas 


economical than some other methods. 


THE principal problem in positioning a patient for 
rectal examination is to expose a part of the body 
that most people want to keep hidden. 

While practicing in Alabama in 1845, Dr. James 
Marion Sims discovered the lateral position which 
bears his name. This position is useful even today, 
for any examination or treatment not higher than 
the anal canal. 

The so-called “inverted” position was discov- 
ered by Dr. Granville S. Hanes of Louisville, Ken- 
tucky, in 1905. It is widely used by specialists, but 
requires a special table for comfort and stability. 

I have been using a new position in my own 
practice for over a year now. It might be regarded 
as a modification of the “inverted” position; but 
probably it would be better described as a modi- 
fication of the squatting position. 

The squatting position has a background of, 
literally, millions of years of use for relaxation of 
the pelvic outlet. If you can imagine a man suddenly 
pitched forward on his ear from this position, you 
will visualize the position which I use. (It is shown 
in the illustrations, and the necessary “‘leg wells” 
can be obtained from the Ohio Chemical and Sur- 
gical Equipment Company, Madison, Wis.) 


A New Position for Rectal Evamination 


The use of ‘‘leg wells’’ in rectal examinations gives greater stability to the patient, provides better relaxation 
of the pelvic outlet, permits easier, more complete distention of the rectum, gives easier access, and is more 


I like this position very much, and for the fol- 
lowing reasons: (1) It gives greater stability. 
(2) There is better relaxation of the pelvic outlet. 
(3) Distention of the hollow pelvic viscera is easier 


Position used by stone-age man for relaxation of pelvic outlet. 
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Photograph of a “‘leg well.” 


and more complete. (4) It gives easier access. 
(5) Greater economy results from its use. 

Stability. This new position is so stable that it 
may be used with a general anesthetic or with 
spinal anesthesia. It also eliminates the possibility 
of a patient getting out of position due to sudden 
fright or a painful manipulation. The extensor sur- 
faces of the legs, where the stresses of support 
fall, are tough, strong, and well padded. 

Should a patient’s instinct of self-preservation 
cause him to attempt to escape, his involuntary 
movements (or attempted movements) will invari- 
ably be bilateral: at the same time his legs will be 
at a mechanical disadvantage due to acute flexion. 
This principle is used in the wrestling business in 
various types of “‘locks.”” One cannot get out of 
my “leg wells” by bilateral effort. He must get 
either in or out deliberately, in a sequence, one 
side at a time: or, he may be bodily lifted about 


Position for pelvic outlet relaxation plus nega- 
tive intrapelvic pressure and easy observation. 


eighteen inches with a block and tackle or an ec. - 
tric hoist. 

Relaxation. 1 get better relaxation of the pel) ic 
outlet, as proved over the millennia by the use of 
the squatting position for functions requiring max- 
imal relaxation of the pelvic outlet (particularly 
parturition). 

Distention of the pelvic viscera is better because of 
good inversion of the pelvis, with no external pres- 
sure whatever on any part of the abdomen. 

Better accessibility is obtained with this position, 
because the operator may approach the patient 
axially. At the same time, the midplane of the pa- 
tient’s body is vertical. One merely walks up to 
the patient from the rear, and the rectum (also, 
bladder and vagina) are right there, at eye level. 
The viscus to which air is admitted first will be 
distended; the others, relatively contracted. 

Greater over-all economy results from my use of 
this position. I do not need a special “rectal” 
table. Indeed, I think that I get a better position 
without it. But, from a cost standpoint, I have 
eliminated the need for a place to put a “rectal” 
table. I hang my “‘leg wells” upside down on hooks 
on the wall. 

To use the wells, one needs (besides leg wells) 
an examining table, a patient, and usually some 
washable, quilted cotton pads (although towels 
will do instead of pads). If fulguration is to be used, 
a well can be used as the indifferent electrode. Four 
commands are given the patient, as follows: (1) Get 
up on the table on your hands and knees. (2) Put 
your right knee into this well. (3) Put your left 
knee in the other well. (4) Put your head down. 
The position is quite stable and comfortable with- 
out further ado, but a pillow under the chest is 
permissible. 

The use of as much tact and gentleness as the 
physician can muster is, of course, necessary for 
all good rectal work. 


Axial view of patient shown at 
left. A Hamilton table is in use. 
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Headache of Ocular Origin 


BY EDWARD S.GIFFORD, JR., M.D. 


Philadelphia, Penasylvania 


Of all headaches, the great majority have no relationship to the eyes. When headache is of ocular origin, the 
usual cause is eye strain. In a much smaller percentage of cases, headache is a symptom of ocular disease. 
When eye strain does exist, headache is the commonest symptom. The discomfort has no special characteristics, 
varies greatly in intensity, and may simulate many other conditions. 


Tue idea that headache is associated with eye 
strain is of comparatively recent date. Although 
the publication by Donders in 1860 of Anomalies 
of Refraction and Accommodation might have sug- 
gested the connection to practicing ophthal- 
mologists who were listening to their patients’ 
complaints, the momentous announcement was 
made by a neurologist, S. Weir Mitchell, in 1874. 
Writing again in 1876, Mitchell said: 

“My consultations have plainly enough taught 
me that hardly any men in the general profession 
are fully alive to the need of interrogating the eye 
for answers to some of the hard questions which are 
put to us by certain head symptoms, since many 
of the patients treated successfully by the correction 
of optical defects never so much as suspected that 
their eyes were imperfect.” 

This suggestion was promptly utilized by Phila- 
delphia ophthalmologists. Dr. William Thompson 
published a paper in 1879 (Astigmatism as a Cause 
for Persistent Headache and Other Nervous Symp- 
toms), and the basis of modern refraction was 
established by William Thompson, Ezra Dyer, 


William F. Norris, and Edward Jackson in Philadel- 
phia, and by John Green, a student of Donders’, 
in St. Louis. 

Mounting enthusiasm reached its apogee in the 
writings of George M. Gould. Between 1903 and 
1909, Dr. Gould filled six volumes with the miracles 
of refraction. The ills of famous nineteenth century 
literary, scientific, and musical figures were ascribed 
to eye strain. Cases of migraine, epilepsy, and 
suicide were described in terms of refractive error. 
Dr. Gould wrote: “At least 80 per cent or 90 per 
cent of headaches and a very large proportion of 
digestional and nutritional diseases are dependent 
upon eye strain, and these headaches and diges- 
tional disorders together are direct or secondary 
sources of a large part of the functional diseases 
and misery of the world.” 

Many of these unfortunates thus described by 
Gould would today be considered psychoneurotic, 
and one of the causes of the confusion is found in 
an interesting parallel. Gould correctly observed 
that the occurrence of eye strain is more common 
in adolescence when the child is entering upon an 
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intensive period of study, and again in the fifth 
decade when the adult reaches the age of presbyopia. 
However, for the neurotically disposed, it is a 
difficulty to meet the increasing problems of life in 
adolescence; and, in the fifth decade, to find that 
life is not giving all that was anticipated and that 
time is running short. These two ages have their 
particular interest to both ophthalmologist and 
psychiatrist. 

The overstatement of Gould was probably 
beneficial. He met with much contemporary 
criticism, but the importance of refraction was so 
well established that there is still a tendency to 
exaggerate its importance. Only recently has a 
proper balance been struck. 

In his book on headache, Moench, writing for the 
general practitioner, refers to eye strain as one of 
the most common causes of headache. This is mis- 
leading. Doggart writes that headaches are not 
usually due to eye strain. Butler suggests that a 
comparatively small number of headaches have an 
ocular basis. And Traquair holds that, of all head- 
aches, less than 10 per cent are ocular in origin. 
Of this 10 per cent of ocular headaches, Rea con- 
siders that 86 per cent are due to eye strain and 
the remaining 14 per cent to ocular pathology. 


My own experience as ophthalmologic consulta :it 
to the Benjamin Franklin Clinic of the Pennsylvania 
Hospital, a diagnostic clinic, supports this view. 


Eye Strain and Headache 


Eye strain, or asthenopia, comprises the difficul- 
ties attendant on errors of refraction, extraocular 
muscle imbalance, and possibly aniseikonia. The 
most frequent symptom of eye strain is headache. 
The headaches from this cause are referred to the 
distribution of the ophthalmic branch of the fifth 
cranial nerve and the upper cervical nerves, and 
vary greatly in character. They are most commonly 
frontal and next most commonly temporal, but 
they may also be occipital, parietal, general, or 
periorbital, or they may radiate down the neck 
into the shoulders. 

When an error of refraction is much greater in 
one eye than in the other, the headache may be 
more severe on the side of greater error. or may be 
confined to that side. Otherwise it is bilateral 
and symmetrical. Sometimes the headache is super- 
ficial with cutaneous hyperesthesia, or again deep 
and boring, full and throbbing, dull and heavy, 
or sharp and piercing. The severity extends from 
the merely annoying to the completely incapacitat- 
ing. Susceptibility varies greatly. Women suffer 
more than men; the Semitic, Celtic and _ Italic 
groups more than the Slavonic or Teutonic. 

While the headache of eyestrain is usually 
associated immediately with the use of the eyes, 
coming on in the afternoon or evening of a working 
day, this is not necessarily true. Particularly in 
hyperopia and hyperopic astigmatism, headache 
may not occur till the morning after a day of hard 
work; or the accumulation of strain may not make 
itself felt till the end of the week. Myopia and 
myopic astigmatism are much less likely to be the 
cause of headache unless the degree of error differs 
greatly between the two eyes. Although headache 
has been produced by artificially inducing hyperopia, 
hyperopic astigmatism, and muscle imbalance with 
the appropriate lenses and prisms, induced myopia 
usually does not result in headache. However, the 
advent of television has introduced a new cause 
of headache for myopic patients. 


Activities and Headaches 


‘Panoramic headache” is the term used to 
describe headaches that accompany or follow the 
use of trains, trolleys, and automobiles, or the 
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intent watching of outdoor games and moving pic- 
ture screens. This has been ascribed to excessive 
accommodation and convergence, or to hyperphoria 
(vertical muscle imbalance). Closely allied are the 
“shopping headache” and the “bridge party head- 
ache” which have been mentioned in medical 
writings. Due to hyperphoria or to unaccustomed 
strain on the vertically acting extraocular muscles 
is “theater headache,” which comes to those in the 
first rows of the orchestra who must look up to 
the stage. 


“Museum” Headache 


We rarely hear now of “bicycle headache,” which 
afflicted our elders during the height of bicycle 
popularity in the early years of the century as they 
sped along with head bent over the handle bars 
and eyes raised to the road. During the same period 
museum directors covered the walls with rows of 
pictures extending to the ceiling, and art lovers 
developed “museum headache” as they gazed up- 
ward. Accepted practice now arranges the pictures 
in a single row hung at eye level, and any headache 
resulting from modern abstract art seen at eye 
level is not an ocular problem. 

The mere fact of association between close work 
and headache does not always indicate eye strain, 
since headache from any cause makes reading dif- 
ficult. Furthermore the neurotic may seize on this 
ready complaint to avoid situations unpleasant for 
him, to win sympathy, or as an expression of 
repressed resentment. Ocular neuroses are quite 
common. Patients who work with great difficulty at 
their desks during the day may sit up half the night 
reading detective novels. 


Mechanisms of Ocular Headaches 


The mechanism of ocular headache is obscure. 
The immediate cause in the presence of hyperopic 
refractive error or presbyopia is the effort required 
of the ciliary muscle. Rea mentions two possibilities : 
that the pain is extracranial in the muscles of the 
head; or that the pain is protopathic, influenced 
directly by the optic thalamus. 

When headache is occasioned by ocular pathol- 
ogy, it is more likely to be unilateral. Such head- 
ache is commonly encountered in acute glaucoma, 
in chronic glaucoma when the terision rises rapidly, 
and in iritis. It may or may not occur in retrobulbar 
neuritis, orbital cellulitis, photophthalmia, ptosis, 
andextraocularmuscle paralysis. The retinoblastoma 
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of children and the choroidal sarcoma of adults 
progress to glaucoma, or to intracranial metastases, 
or to both. 


Ophthalmic and Ophthalmoplegic Migraine 


There is a group of diseases in which headache 
and ocular symptoms have only a superficial rela- 
tionship. Ophthalmic migraine is not affected by 
refraction, and the scintillating scotoma with which 
attacks begin does not indicate ocular pathology. 
Ophthalmoplegic migraine, an entirely different 
entity, involves temporary extraocular muscle 
paralyses which eventually become permanent 
after a series of attacks. The condition immediately 
suggests the possibility of an aneurysm of an 
intracranial artery such as the internal carotid, 
basilar, or middle cerebral. In Lindau’s disease an 
intracranial angioma may accompany the angioma 
of the retina, but this represents two primary 
lesions and not a metastasis. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


“Museum headache” was prevalent 
in the days when pictures were placed 
in rows extending to the ceiling. 


Pulsion Diverticulum of the 
Esophagus 


BY SOL KATZ, M.D 


Figure 2a and b. Barium swallow outlining the 
esophageal diverticulum in P-A and lateral views. 


Figure 1. Chest film showing air-liquid level 
in superior mediastinum. This represents 
an esophageal diverticulum. Inflamma- 
tory changes at the right base are due to as- 
piration of material from the diverticulum. 


Diverticuta of the esophagus are classified as pulsion, trac- 
tion, or pulsion-traction. The pulsion variety (Zenker’s diver- 
ticulum) is the most frequently encountered type. In reality, 
pulsion diverticulum of the esophagus should be called pharyn- 
go-esophageal diverticulum, for it arises from the posterior wall 
at the junction of the pharynx and esophagus. In this region 
there is a triangular space which has fewer muscle fibers than 
the rest of the pharynx or esophagus and is a potentially weak 
area offering decreased resistance to intrapharyngeal and 
intraesophageal pressure. The anterior wall in this region is 
more resistant to pressure since it is supported by the thyroid 
and cricoid cartilages. Hence, persistent pressure against the 
weak triangular space may eventually lead to bulging of the 
esophagus, with the formation of a diverticulum. 

Pulsion diverticula are single, occur after the age of 40, and 
are found more commonly in males. The sac contains all the 
structures normally found in the esophagus and is not merely 
a herniation of the mucous membrane through the wall of the 
esophagus. 

Chest films may be negative or may reveal an opacity or a 
fluid and air level in the superior mediastinum, representing 
the diverticulum filled or partly filled with food. On barium 
swallow, a rounded sac is seen on the posterior wall between 
the pharynx and esophagus. Pulmonary findings indicative of 
infection may be present as a result of aspiration of food accum- 
ulated in the sac. 
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BY HART E. VAN RIPER, M.D. 
Medical Director, National Foundation for Infantile Paralysis 


Vaccination Against Poliomyelitis 


Although much has been written about the uniqueness of the newly developed polio vaccine, its most remarkable 
feature has been overlooked. And that is, it is not unusual at all. Prepared in accordance with classical 

principles successfully employed in the production of vaccines for other diseases, the polio vaccine is aptly 
described by its developer, Dr. Jonas E. Solk, as “one of the simplest biological preparations to make.”’ 


THE uniqueness of the poliomyelitis vaccine is 
inherent in the circumstances surrounding it rather 
than in the preparation itself. For the first time in 
medical history, a vaccine has been developed as a 
result of a publicly supported program of research. 
For sixteen years, millions of Americans in all walks 
of life have never faltered in the belief that their con- 
tinued support would enable physicians and scien- 
tists to find a means of preventing polio. And that 
faith has brought a vaccine that even now is under- 
going large scale trials to determine its effectiveness 
in preventing the disease under natural conditions 
of exposure. 

Uniqueness, also, is intrinsic in the decision by 
the scientific advisors of the National Foundation 
for Infantile Paralysis to determine precisely the 
validity of the vaccine’s protective effect before 
making it generally available for use. Despite the 
fact that the vaccine’s safety and ability to stimulate 
the production of specific antibodies have been 
established by extensive laboratory, animal, and 
human tests, the decision was made not to present 
it to physicians as a preventive agent for polio 
until its protective effects could be demonstrated 


in a statistically significant group of children under 
conditions simulating natural exposure. That is the 
nature of the trials now going on, the results of 
which will not be known until sometime in 1955. 


Immunologic Principles 


Reviewing the events of the past sixteen years of 
scientific research in polio, one is led to the con- 
clusion that the development of such a vaccine 
was inevitable. Every minor and major achievement 
along the way helped to fashion this method of 
controlling infantile paralysis. From the mass of 
scientific data compiled through the years, there 
has emerged one basic fact about polio. Jt responds 
to the laws of immunology. 

But this heartening principle has gained cre- 
dence only in recent years. When the National 
Foundation for Infantile Paralysis began its support 
of scientific research in 1938, polio seemed to be a 
mysterious disease governed by a strange set of 
laws peculiar to itself. Although scattered scientific 
evidence was available, some of it was contradictory 
and much of it was unrelated. Primarily, the lack 
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was in the gaps of fundamental knowledge con- 
cerning the nature of the virus and the disease it 
produced. The possibility of ever developing a 
practical method of controlling polio seemed remote 
indeed. Even the most sanguine scientist spoke of 
it in terms of a “theoretic possibility.” 

During the first ten years of its existence, the 
National Foundation concentrated heavily on the 
support of basic research as related to polio. 
There was need for a thorough exploration of the 
fundamental facts and for the development of 
methods of research for attacking the more specific 
problems of the disease. Slowly, as scientific evidence 
accumulated through these formative years, it be- 
came encouragingly apparent that perhaps polio 
was not the puzzling enigma it was assumed to be 
and that there might yet be forthcoming a solution 
to the problem. 

Within the last six years the tempo of the attack 
has been increased, with spectacular results. Ad- 
vances in knowledge have come swiftly. Added up, 
they now spell out the truth that polio is not a 
mysterious disease, that it is similar to other in- 
fectious diseases, and that it does and will respond 
to the basic principles of immunology. 

The first of these major advances in knowledge 
came in 1949 and marked the end of the ‘monkey 
era” in polio research. This was the announcement 
from Dr. John F. Enders of Harvard that he and 
his associates had succeeded in growing polio 
virus in test-tube cultures of nonnervous tissues. 
Until then, the virus had been regarded as a strictly 
neurotropic organism capable of multiplying only 
in the nerve tissues of humans and certain experi- 
mental animals—chiefly a few species of monkeys. 
As a result, polio research was slow and costly and, 
for a large part, reserved only for a few investigators 
affiliated with institutions that could afford the 
space, equipment, and personnel required for the 
handling and maintenance of these difficult-to- 
obtain, expensive animals. 

The most pessimistic aspect of the situation, 
however, was the fact that this meant there was 
no suitable source of virus for the production of 
potential vaccines, since virus obtained from the 
infected spinal cords and brains of monkeys held 
within it the threat of allergic encephalomyelitis, 
which made it too dangerous to be employed in 
vaccines designed for human use. 

Thus the introduction of Dr. Ender’s tissue 
culture techniques radically changed the philosophy 
and scope of polio research. By substituting the test 
tube or flask for the hard-to-get monkey, the pace 


of research was accelerated. With tissue culiure 
methods, hundreds of preliminary investigations 
could be completed swiftly and cheaply. The monkey 
is still essential, but only for the final, crucial 
experiment. 

In addition to the speed-up in research, the 
tissue culture technique also removed a major 
obstacle to the development of a suitable vaccine. 
It provided a large and completely safe source of 
virus for the production of potential vaccines. 
Virus grown in test-tube cultures of nonnervous 
tissues is free of injurious nerve cell protein. In 
addition, it can be produced inexpensively in un- 
limited quantities. The kidney tissues from one 
monkey—the tissue culture media employed in 
growing virus—will provide sufficient virus for the 
preparation of vaccine for the immunization of 
more than 200 children. Thus another step was 
taken along the road of polio control through 
vaccination. 


Types of Polio Virus 


Shortly before the demonstration of extraneural 
virus multiplication, the National Foundation initi- 
ated another major study. This was a project de- 
signed to determine how many types of polio virus 
are capable of causing the disease. 

For many years, virologists and physicians were 
puzzled by what they considered the bizarre be- 
havior of polio. In the laboratory when a monkey 
had been infected experimentally with polio and 
had recovered, the animal resisted a second infection 
from another deliberate exposure to the same virus 
specimen. Occasionally, however, when the re- 
covered animal happened to be challenged with a 
different polio virus specimen, it readily came down 
with the disease. And physicians, too, were fre- 
quently reporting second attacks of the disease in 
patients who had a definite previous polio history. 
This was certainly at variance with the accepted 
concept of immunology in infectious diseases. 

Steadily the belief grew that either polio was 
such a strange disease it refused to obey the laws of 
immunology, or polio was a family of diseases caused 
by many varieties of virus. With the question 
further complicated by the occasional reports by 
investigators who had isolated strains of virus from 
polio patients unlike those being studied in the 
laboratory, the possibility of a vaccine control of 
polio grew dim. How could one vaccine, scientists 
wondered, protect against all the unknown numbers 
of viruses responsible for the disease? 
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Finally in 1948, research workers at four univer- 
sities embarked on a definitive study to determine 
how many kinds of virus cause the disease, and 
how they differ. Available were hundreds of pre- 
served virus specimens recovered from patients in 
various parts of the world. These were parceled 
out to the co-operating scientists, and the tedious 
and costly task of “fingerprinting” the culprit 
organisms began. 

At the end of nearly three years and at a cost of 
more than a million dollars, the question was an- 
swered. There were three major polio virus types. 
Type I became known also as Brunhilde, named 
after the chimpanzee used in recovering the proto- 
type strain from patients in Baltimore; type II was 
referred to as the Lansing type, for the name of 
the town in Michigan from which the original speci- 
men came; and type III was called the Leon type 
in memory of the Los Angeles boy from whom the 
specimen had been recovered. 

Although all three virus types produce identical 
clinical symptoms, infection by one will not produce 
antibodies capable of neutralizing either of the 
other two. Immunologically speaking, each of the 
three virus types is type specific. 

But this was heartening news. It meant that 
any preventive agent—drug, serum, or vaccine— 
would have to protect against all three viruses in 
order to be effective. And even more basically, the 
typing study removed another cloak of mystery 
from polio and provided further proof of polio’s 
adherence to the laws of immunology. 


Proof of Viremia 


Despite the optimism engendered by these sig- 
nificant advances in knowledge—tissue culture 
technique and identification of three polio virus 
types—there was yet another “mysterious” facet 
of the disease. 

In describing the pathogenesis of polio, scientists 
based their concept on the neurotropism of the 
virus. It entered the body, they postulated, usually 
through the mouth and intestinal tract and from 
there made its way along peripheral nerve fibers 
to the critical nerve cells in the central nervous 
system. Traveling solely along nerve pathways, the 
virus was believed to by-pass the blood stream 
completely. Despite numerous investigations, there 
was little or no evidence that the blood stream was 
ever involved in the pathogenesis of polio. If the 
virus never entered the blood, it seemed unlikely 
that a vaccine, which induced the production of 
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antibodies circulating in the blood, could be ef- 
fective. This major obstacle to the vaccination 
possibilities of polio seemed insurmountable. 

Then, early in 1952, came reports of a crucial 
experiment. Independently, investigators at Johns 
Hopkins and at Yale had decided to reinvestigate 
the problem. Experimentally infecting a group of 
monkeys and chimpanzees with polio, the workers 
carefully examined daily samples of blood from the 
animals, using the new, delicate tissue-culture 
method. In a substantial number of the animals, 
polio virus was recovered from the blood samples 
within three to five days after infection. Remaining 
briefly in the blood, the virus passed into the cen- 
tral nervous system where it attacked motor nerve 
cells and produced clinical symptoms of disease. 

In a corollary experiment, it was demonstrated 
that, if small amounts of specific polio antibodies 
were administered to the animals shortly before 
infection, both viremia and subsequent paralysis 
were prevented. 

The concept of viremia caused some optimistic 
changes in the theory of pathogenesis. Although 
the virus remains but briefly in the bloodstream 
before passing on to the central nervous sytem, the 
fact that it may be in the blood during the prodromal 
period provides a time and place when and where 
antibodies can meet the virus and block its further 
progress. However, scientists are quick to point 
out the sobering thought that viremia need not be a 
prerequisite to all clinical polio. It is still possible 
that, in an unknown number of cases, the virus 
may select a strictly neural pathway. 

Recently, the viremia theory has been strength- 
ened by reports of recovery of virus from blood 
samples of children who were household contacts of 
actual polio cases, as well as from children who 
were classified as abortive cases. An additional cre- 
dence in viremia resulted from the field trials with 
gamma globulin in 1952 and its use in the 1953 
epidemics where it was demonstrated that this 
antibody-containing material can protect against 
paralytic polio if administered at the right time 
and in the proper doses. 


Development of a Vaccine 


It was in 1952 also that further proof was fur- 
nished fixing polio even more firmly in the category 
of diseases responsive to the basic laws of im- 
munology. This came in the form of a daring, 
critical but effective experiment conducted at 
Johns Hopkins University. 
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For years workers there had been carefully blue- 
printing the mechanics of immunity in polio. Step 
by step they had laboriously detailed an exact 
pattern of what occurred immunity-wise when polio 
virus invaded the body. Working almost exclusively 
with monkeys and chimpanzees, they had finally 
demonstrated that an injection with an experimental 
vaccine prepared from virus obtained from polio- 
infected brains and spinal cords of animals would 
stimulate the production of polio antibodies in the 
monkeys and chimpanzees to a level sufficient to 
protect them against subsequent exposure. 

The details were exact and incontrovertible. 
But these were studies conducted on monkeys and 
chimpanzees. The important question was: would 
the human body react similarly? 

The question was answered by taking the same 
type of vaccine that had been used in the animal 
experiments and injecting doses into a number of 
children. Within a few weeks, blood samples from 
the children revealed a marked increase in antibody 
level which was comparable in all respects to those 


that were obtained in the animal experimeits. 

Although the vaccine employed was not of the 
type considered acceptable as a practical agent for 
human use, an important scientific point had been 
established. The immunologic reactions of humans 
to polio were identical to those of monkeys and 
chimpanzees. It meant that the animal experiments 
were a valid index to human reactions and that 
when and if a suitable vaccine for human use were 
developed, it should be successful. 

It remained for Dr. Jonas Salk and his associates 
at the University of Pittsburgh to fashion a vaccine 
that has already answered successfully the questions 
of safety and acceptability. Prepared from tissue- 
grown virus and inactivated by formaldehyde, the 
vaccine is now being tried, with a view to answering 
the final question physicians and scientists have 
labored for sixteen years to solve. Will the vaccine 
protect children against the disease under natural 
conditions of exposure? The answer will come 
sometime next year when the results of the present 
field trials have been carefully analyzed. 


A RaRE, but potentially lethal, form of transfusion reaction results 
from contamination of blood with bacteria that grow at low temper- 
atures. Such bacteria flourish under the usual conditions for storage 
of blood (4° to 7°C.) but are not detected when the blood is incubated 
at 37° or 32° C. Stevens and co-workers reported a case of fatal 
reaction to transfusion of blood contaminated with such organisms. 
The reaction followed a typical pattern of “transfusion catastrophe.” 

**Transfusion catastrophe” begins with a prodromal period of less 
than one hour, with headache and restlessness. Then there is a 
violent chill lasting ten to thirty minutes and followed by precipitous 
rise in temperature. Soon afterward the patient enters a “flush” 
phase in which all visible capillaries are suffused with blood. At this 
time the blood pressure falls progressively. The terminal picture is 
one of profound shock. 

Presumably this syndrome results from toxins produced by the 
cold-growing bacteria. In addition to usual precautions against con- 
tamination of blood, the authors suggested that some cases of “trans- 
fusion catastrophe” may be prevented by observance of the following 
rule: Examine a stained smear of every blood immediately preceding its 
administration. (Ann. Int. Med., 39:1228, 1953.) 
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BY PHILIP K. BONDY, M.D. 
Department of Internal Medicine, Yale University School of Medicine, New Haven, Conn. 


The diabetic patient should be able to live a healthy, normal life without important restrictions of activity, 
and without complicated and burdensome routines of therapy. To teach the diabetic to achieve this objective, 
his disease should be regulated without altering the course of his usual activities. This can be accomplished 
best if he is treated as an office patient. 


Or every hundred Americans, two suffer from dia- 
betes mellitus. This high incidence will doubtless 
rise even higher as the average age of our popula- 
tion increases. The problem of handling so large a 
group of patients is one that requires the best 
efforts of the entire medical profession. Fortunate- 
ly, recent developments in the control of diabetes 
have simplified therapy to such a point that, in 
most cases, physicians with general medical train- 
ing can handle the problems of treatment in a 
highly satisfactory manner. There will still be oc- 
casional cases which present therapeutic problems 
requiring the utmost skill of the highly trained 
specialist, but such cases are unusual. Most of the 
diabetics can be controlled successfully by their 
family physician, so that they continue to lead 
normal, productive lives, and enter actively into 
the life of the community, with a minimum of 
restraints and a maximum of usefulness. 


“It is sometimes necessary to hospitalize a diabetic patient 
and thus protect him temporarily from the exigencies of the ordinary daily routine.” 
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Objectives of Treatment 


The first step in adjusting the diabetic patient to 
a normal life is to meet the problems of diabetic 
control and management within the framework 
of the patient’s usual activities. It is sometimes 
necessary to hospitalize a diabetic patient and thus 
protect him temporarily from the exigencies of the 
ordinary daily routine; but definitive regulation 
should be attempted only while the patient is living 
his normal life. The advantages of regulating the 
patient by observation and control as an outpatient 
are manifold. 

No program of diabetic regulation can hope to 
succeed unless it takes into account the physical 
activity of the patient, his dietary habits, and his 
emotional swings. Patients who are well controlled 
while in the hospital usually require major adjust- 
ments of their therapy when they return to their 
normal lives. In part, this may be a reflection of the 
enforced inactivity and idleness of the hospital 
routine. Partly, it is due to the rigidity of hospital 
dietary control, which is usually not practical for 
patients in their homes. To a considerable extent, 
the cloistered hospital existence may protect the 
patient against the normal pressures of his job, his 
family, and his social activities. 

The chief objective of diabetic therapy cannot, 
therefore, be achieved by hospitalization. The edu- 
cation of the patient and control of his disease is 
logically and properly a problem to be solved in 
office practice. 

Unfortunately, many physicians are unduly dif- 
fident about their ability to control the diabetic 
patient as an office problem. The problems of dietary 
instruction and of training in insulin administra- 
tion, which are ordinarily handled by dietitians and 
nurses in the hospital, demand time and attention 
from the physician if he is to teach the patient in 
the office. The mysteries of dietary management, in 
particular, appear insuperable to many physicians 
who have never had more than the most elementary 
instruction in dietetics. The chief difficulty, how- 
ever, arises from the easy availability of laboratory 
tests in the hospital. The doctor learns to evaluate 
the excellence of diabetic control in terms of blood 
glucose concentration, or of the daily glycosuria, 
and he may feel at a loss in approaching his patient 
in the office without this information. 

This difficulty is a natural consequence of the con- 
fusion in the minds of many physicians regarding 
their objective in the treatment of diabetic patients. 


In the medical writings related to this subject, so _ 


much emphasis has been placed upon detail. of 
management that many physicians have com: to 
regard the diabetic patient as simply a probler in 
the regulation of blood (or urine) sugar. This is, 
obviously, an oversimplification. 

The doctor’s responsibility is to keep his patient 
in the best of possible health—to keep him active 
and productive, with a minimum of dislocation of 
his normal regimen, and with a maximum protec- 
tion from the various complications of the disease. 
To this end, a knowledge of the blood and urine 
sugar concentrations are useful—but they are tools, 
not goals. 

The chief problem is, therefore, for the physician 
to develop a clear picture of the objectives toward 
which he is working, and of the tools he has avail- 
able for attaining these objectives. When the proper 
relationship between means and ends is established, 
the management of the patient becomes a relatively 
simple matter. 


Dietary Regulation 


Two major therapeutic tools are used in the treat- 
ment of diabetes. Of these, control of the diet was 
the first to be developed. In the days before the dis- 
covery of insulin, dietary regulation was the only 
method available for treating diabetes, and diet 
therapy was explored extensively. From a mass of 
complicated dietary regimens recommended by 
various physicians over the past eighty years, only 
two have stood the test of time. 

The low-calorie diet, for weight reduction in 
obese patients, has proven to be of the greatest value. 
It has been found that most overweight patients 
with mild diabetes can be adequately controlled by 
weight reduction alone. Dietary restriction, there- 
fore, is a-cornerstone in the treatment of this type of 
patient. If the obese diabetic patient can lose weight, 
he will, in most instances, cease to have glycosuria 
and, indeed, he may frequently develop a normal 
glucose tolerance curve. Such patients can be 
“cured” as long as they can remain at a normal 
body weight. The most rigid criteria of diabetic 
control can, therefore, be satisfied in many cases 
by causing the obese patient to lose weight. On the 
other hand, if the obese patient cannot lose weight, 
his diabetes can still be controlled by the use of 
insulin. 

In patients who are not overweight, no advantage 
can be expected from weight reduction. On the 
contrary, malnutrition represents a serious threat 
to these people, and they should not be subjected 
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to the unnecessary restrictions of a weight-reducing 
diet. They should, instead, be offered a diet that 
contains sufficient calories to permit them to achieve 
and maintain a normal weight while carrying on 
their usual activities. These calories should include 
an adequate ration of protein, of which a consider- 
able part should be a protein of high biologic value, 
such as meat. Adequate amounts of carbohydrate 
should be supplied; 1.e., from 200 to 300 grams 
a day. The caloric difference should be made up 
in fats. 

Diets of this kind can be prescribed in accurate 
terms (such as grams or cc’s); or they can be pre- 
scribed in general terms, such as tablespoonfuls and 
cupfuls. In either case, however, the diet finally 
achieved is not appreciably different from a normal, 
adequate diet such as is eaten by nondiabetics. 

The dietary prescriptions of a large number of 
patients have been reviewed, and it is evident that 
the diet prescribed by the experts is the same as 
the average American diet with one exception. Most 
authorities believe that the diabetic utilizes carbo- 
hydrate more efficiently when it is supplied in a 
form which makes it available slowly, instead of 
suddenly flooding the system with glucose. It is 
therefore advisable for the diabetic to avoid the ex- 
cessive amounts of candy, desserts, and soft drinks 
commonly included in the usual American diet. If 
the patient will content himself with a piece of fresh 
fruit for dessert, he can probably eat the same 
diet, in other respects, as other members of his 
family. 

In view of this fact, the need for complicated and 
exact dietary prescriptions appears unnecessary. 
The physician can offer adequate dietary instruction 
to the patient without the aid of trained dietitians, 
elaborate tables, or extensive lists. In one respect, 
however, the diabetic patient must differ from the 
normal: whereas a normal person can vary his diet 
at will, the diabetic must establish a pattern of eating 
and adhere to it. 

As long as the patient’s physical activities remain 
approximately constant, his various meals should 
be consistent from day to day, both as to size and 
as to the hour at which they are eaten. This is 
particularly important in those patients who require 
insulin therapy. Unless the patient eats a consistent 
and reproducible diet distributed in a predictable 
manner, the effects of a given dose of insulin will 
be unpredictable, and may even be dangerous. On 
the other hand, the diabetic patient who is receiving 
insulin should realize that exercise will increase the 
effectiveness of the hormone. He should, therefore, 
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“If the obese patient can lose weight, he will, 
in most instances, cease to have glycosuria.” 


take additional food to protect himself against hypo- 
glycemia when he is indulging in unusual exertion. 


Insulin Therapy 


The second tool available to the physician treat- 
ing diabetes is insulin. Several decisions must be 
made by the physician when he contemplates pre- 
scribing this hormone. 

Indications. First of all, he must decide whether 
or not insulin is needed. In general, as mentioned 
above, obese diabetics can be treated successfully 
with reduction of their weight. It is, therefore, ad- 
visable to try the effects of dietary management 
alone in obese diabetics until several weeks of ob- 
servation have shown that this type of therapy will 
not be sufficient. If a trial of dietary restriction is 
unsuccessful, the patient should be given insulin. 

The diabetic whose weight is normal or subnor- 
mal will almost certainly require insulin, and little 
is to be gained by withholding it. In underweight 
patients, no hope for regulation on dietary (i.e., 
weight reduction) control can be entertained; and 
in patients of normal weight, only those whose diets 
are heavily weighted with large amounts of carbo- 
hydrate are likely to be controllable by alteration of 
their eating patterns. Therefore, the normal or 
underweight patient usually benefits from beginning 
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insulin treatment as soon as a diagnosis of diabetes 
has been established. This is also true of children, 
for the diabetic child needs insulin for growth. 
Moreover, even in obese children, rigid caloric re- 
striction is unjustified since malnutrition may in- 
hibit growth. 

Selection of Type. After the physician has decided 
to administer insulin, he must decide which type of 
insulin to use and what strength to prescribe. The 
development of intermediate-acting insulins, such 
as the NPH and globin varieties, has greatly sim- 
plified the problem of control of the diabetic. In 
general, it seems unwise to use short-acting insulin 
(such as “regular” or crystalline) as the sole type 
of therapy. These materials are chiefly useful in the 
treatment of patients with acute illnesses or acidosis, 
or as a supplement to the longer-acting materials. 
In practice, long-acting protamine-zinc insulin has 
been almost completely supplanted by NPH; and 
short-acting insulin is used only occasionally, mixed 
with the NPH to modify its effect as described in 
more detail below. 

Although insulin is available in many different 
strengths, much confusion can be avoided by al- 
ways prescribing insulin with the same number of 
units per cc. The preparation containing 80 units 
per cc. appears to be the most useful, since doses 
as small as 8 units or less can be measured accu- 
rately, and yet, very large doses can be administered 


with a standard 1-cc. insulin syringe if necessary. 
If 80-unit insulin is the only type prescribed, no 
uncertainty arises as to what strength of insulin the 
patient is actually taking. The patient should also 


“The method of boiling the equipment is demonstrated 
and the care of the syringe and needle emphasized.” 


purchase only an “80-unit” syringe, thus eliminat- 
ing possible confusion as to the type of syringe he 
is using. 


Steps in Regulation 


Assuming that the physician is confronted with 
a patient newly discovered to have diabetes, how 
does he go about regulating the patient in the 
office? The steps are as follows: 

1. The evidence for a diagnosis of diabetes is re- 
viewed. It should be remembered that the presence 
of reducing substances (‘‘glucose”’) in the urine is 
not, in itself, proof of the presence of diabetes. 
The diagnosis should not be considered established 
unless one finds a high fasting blood glucose con- 
centration, or an abnormal glucose tolerance test, 
if the fasting blood sugar is only moderately ele- 
vated. Since malnutrition, starvation, and acute or 
chronic illness may temporarily produce an ele- 
vated glucose tolerance curve, these tests should be 
regarded with suspicion in sick patients. If the situa- 
tion demands immediate decision, the physician 
should tentatively treat the patient as a diabetic, 
and re-evaluate the diagnosis after the complicating 
illness has been cured. 

2. The state of nutrition is evaluated. If the patient 
is obese he is given a reducing diet and instruction 
regarding urine testing (see below). 

If the patient is not obese, he is instructed in the 
elements of NORMAL NUTRITION and cautioned 
regarding the need for regularity of his dietary 
habits. He is advised to take a small feeding at bed- 
time, in addition to the usual three meals a day. 

3. A tentative dose of insulin is decided upon. Usu- 
ally this is selected quite arbitrarily. Twenty units 
appears to be a good starting point. In elderly pa- 
tients, especially those with evidence of arterioscle- 
rosis, it may be wise to start out at a lower level 
initially—perhaps 10 units. The patient is instructed 
as to the method of administration of insulin, with 
particular attention to: 

a. Sterile technique. The method of boiling the 
equipment is demonstrated and the care of the 
syringe and needle emphasized. The simplest meth- 
od for handling this problem in the home is to use 
a small sauce pan with a strainer which fits into the 
pan and dips into the water. If the syringe barrel, 
plunger, and needle are placed in the strainer and 
boiled for the required period, they can be removed 
easily without danger that the patient will scald 
his fingers. 

b. Selection of the site of injection. The injections 
should be rotated in a systematic sequence. The 
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advantages of injection into the subcutaneous tissue 
of the anterior abdominal wall are often overlooked. 
The fact that this area is not exposed even in the 
briefest bathing suits makes it a desirable area for 
use by young women who object to the unsightly 
needle pricks (and, occasionally, fat necrosis) when 
injections are made into the thighs. 

c. Preparation of the site of injection. The need 
for cleanliness and the method of sterilizing the 
skin are discussed and demonstrated. 

d. Injection. Most patients find it somewhat diffi- 
cult to force themselves to insert the needle at first, 
and a certain amount of encouragement is needed. 
Most important, however, is the opportunity to try 
several times under supervision, until the patient 
feels quite confident. The patient should learn to 
inject himself, since he cannot consider himself safe 
as long as he is dependent upon someone else to 
administer his insulin. Even the most reluctant pa- 
tient can usually be persuaded of the danger of 
entrusting his insulin injection to an outsider. 
Spring-driven “automatic” injectors are not often 
helpful, since the patient has more difficulty in 
nerving himself up to pull the trigger than he has 
in inserting the needle gently. 

e. Care of the instruments. The patient should be 
shown how to rinse out the syringe and needle 
after each use. The needle should be examined for 
burrs. The patient can be taught to sharpen his 
own needles; but if he handles his equipment care- 
fully, it may be simpler and more economical to 
discard dull needles than to bother with sharpen- 
ing them. 

4. Whether or not he is taking insulin, the patient 
should be instructed in the technique of testing his urine 
for sugar. The development of simple, portable 
methods for this purpose, such as the Clinitest 
tablet, has made the urine test an easy chore. 

After the method of testing has been taught, the 
patient should be instructed to perform tests of the 
urine passed before each meal and at bedtime. A 
record of the results of these tests should be kept. 
This record is most important, as it is the key to 
the regulation of insulin dosage. 

After the diabetes has been brought under con- 
trol, urine testing can be carried out once a day or 
even less often. Whenever the patient develops any 
complicating illness, however, frequent urine test- 
ing should be resumed. 

5. The daily dose of insulin is next adjusted to the 
patient's requirements. For the first two or three 
days after starting on insulin, the patient should 
return to the office each day to perform the injec- 
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tion under supervision, and also in order that his 
urine test record may be reviewed. Even if it ap- 
pears quite obvious that the dose of insulin origi- 
nally selected is too low, it should not be adjusted 
at intervals of less than three days, since the cumu- 
lative effects of doses of intermediate-acting insulin 
require at least forty-eight hours to become appar- 
ent. After the patient has demonstrated his ability 
to administer his insulin and to perform the uri- 
nalyses accurately, he can be followed at longer in- 
tervals. During the early period of adjusting the 
insulin dosage, however, he should telephone the 
physician every three or four days and report on 
the results of the urinalyses. With the daily urine 
tests before him, the physician can modify the dos- 
age of insulin until satisfactory control is achieved. 


Criteria of Control 


There is a considerable range of opinion as to 
the criteria of ideal control of diabetes. Some physi- 
cians attempt to maintain a “normal blood glucose 
level throughout the twenty-four hours,” whereas 
others simply strive for a subjective state of well- 
being and adequate nutrition without regard for the 
degree of hyperglycemia or glycosuria. 

Complete and accurate control of the blood glu- 
cose level is difficult to achieve and is probably not 
necessary. The advocates of “tight” or “rigid” con- 
trol believe that, by preventing hyperglycemia and 
its associated metabolic disorders, they can prevent 
the degenerative conditions associated with diabetes, 
such as arteriosclerosis, retinitis, and neuropathy. 
The evidence seems to indicate, however, that the 
development of these complications can be pre- 
vented as well by reasonably “loose” criteria of 
control, as by attempts to maintain rigid normal 
blood glucose levels. 

On the other hand, the danger of hypoglycemia, 
especially likely in patients whose blood glucose 
concentration is being maintained close to the lower 
limit of normal, is an ever-present threat. The dam- 
age produced by acute hypoglycemia is well recog- 
nized. The development of confusional states, con- 
vulsions, myocardial and cerebral infarcts, and death 
during acute hypoglycemic attacks is well known. 
Less well appreciated is the subtle damage resulting 
from repeated “minor” episodes of hypoglycemia. 
Gradual deterioration of the intellect is not uncom- 
mon; and epileptic disorders may also develop. In 
some instances, temporary episodes of psychosis 
may occur, and occasionally patients in this state 
may commit serious crimes. The disadvantages of 
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hypoglycemia, therefore, appear to be far more 
pressing than the possible theoretical advantages 
of normoglycemia. 

Complete disregard of the state of the patient’s 
hyperglycemia also has disadvantages. The patient 
with marked hyperglycemia suffers from polyuria 
and polydipsia. Commonly, minor but irritating 
complaints such as pruritus ani or vulvae may occur 
during extreme hyperglycemia. Frequent wide fluc- 
tuations of the blood glucose level are sometimes 
accompanied by changes in the refractive index of 
the optic lens, with resulting episodes of blurred 
vision. 

It, therefore, seems wise to attempt to steer a 
compromise course between these two extremes. 
The objective should be to maintain a blood glucose 
level such that the semiquantitative tests for urine 
glucose are never completely negative, but also are 
never sufficiently high to produce complete reduc- 
tion of all of the copper in the test solution. Ideally, 
the urine should show a level of “trace” to “2+.” 

The dose of NPH insulin is regulated according 
to the urine sugar tests through the course of the 
day. The maximum effect of NPH insulin usually 
occurs in the late afternoon, and the first step in 
regulation is, therefore, to increase the insulin dos- 
age until the specimen obtained before supper shows 
1+ or a trace of sugar. At this dosage, there is 
usually somewhat more sugar in the pre-breakfast 
specimen and in the pre-lunch specimen, but usu- 
ally the test is less than 3+. 

If, however, the late morning specimen is too 
strongly positive, the effect of the insulin can be 
made to occur earlier in the day by mixing a small 
amount of regular insulin with the NPH. For ex- 
ample, in place of 30 units of NPH, one might try 
a mixture of 25 units of NPH and 5 units of regu- 
lar or crystalline insulin, mixed in the syringe. 
Whenever such mixtures are used, the regular in- 
sulin should be drawn into the syringe before the 
long-acting type. 

The occurrence of highly positive urine tests 
(sometimes accompanied by acetone) before break- 
fast should make one wary. Although this may 
indicate that the insulin dosage is inadequate, it 
is often a reflection of hypoglycemia during the night. 
The response of the body to low blood sugar is to 
pour large amounts of glucose into the blood. Occa- 
sionally, this adjustment results in overcompensa- 
tion, with an “overshoot” of hyperglycemia. Some 
indication that this is the case may be found in 
the patient’s complaints of headache, sluggishness, 
or malaise on arising in the morning. If the situa- 
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tion remains in doubt, it can be resolved by ¢::her 
increasing or decreasing the insulin. If, afte: the 
insulin has been increased, the pre-breakfast wu: ines 
continue to show large amounts of sugar, the ;:rob- 
ability is that the original dose of insulin was too 
high, and the dose should be reduced. If reducing 
the insulin dosage leads to improvement of the pre- 
breakfast test, the same conclusion is reached. 


Continued Observation of the Patient 


With these general principles in mind, the prac- 
titioner can usually achieve an adequate degree of 
control within a short time. However, it must be 
remembered that, in newly-discovered diabetics, 
the insulin requirement tends to fall progressively 
for as long as a year after institution of insulin 
therapy. Moreover, the insulin requirement is re- 
duced by increased physical exercise, and more in- 
sulin is required in patients suffering from infec- 
tions or trauma. Therefore, although a satisfactory 
dose schedule appears to have been achieved, it is 
unsafe to assume that the requirement will never 
change. 

The patient should be instructed to continue to 
test his urine once daily after the period of regula- 
tion is over. He should call for help immediately 
upon developing even minor infections. His general 
condition should be reviewed at intervals—usually 
every month at first, and later at three- or even 
six-month intervals. Even when the patient’s course 
appears to be completely benign, he should be seen 
at least twice a year. 

At these visits, the physician should review the 
criteria of adequate control and nutrition with the 
patient. In addition, certain key points should be 
checked. The condition of the patient’s feet is par- 
ticularly important, since the poor circulation of 
the extremities makes them vulnerable, especially 
in elderly patients. The eyegrounds should be ex- 
amined carefully for evidence of retinitis. Tests for 
position and vibration perception should be carried 
out. Finally, it is wise to take a chest x-ray, since 
if tuberculosis develops in the diabetic patient, it 1s 
important that no time be lost in starting therapy. 


Evaluation of Progress 


How can we tell whether the course of treatment 
we have outlined is adequate? What criteria should 
be used in judging the progress of the patient? 
It is obvious that, in a disease which lasts for the 
duration of the patient’s life, judgments based solely 
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on acute observations such as alterations in the 
urine or blood glucose concentrations are much less 
important than conclusions that can be drawn from 
observing the general condition of the patient over 
many years. The particular points to be observed 
include: 


1. General Nutrition. The patient should main- 
tain a normal weight—neither very much over- 
weight nor very much underweight. This is impos- 
sible unless he is receiving an adequate diet, and, 
therefore, the weight curve is a good criterion of 
whether the patient is balancing his caloric intake 
against his caloric requirements. But adequate nu- 
trition includes a good deal more than mere weight 
control. The diet should be generous in its vitamin 
and mineral content. Vitamin supplements may be 
prescribed, but an adequate diet should supply all 
of the necessary food elements, and such supple- 
ments should, therefore, be an unnecessary gesture 
in most Cases. 

2. Growth. In juvenile diabetic patients, the main- 
tenance of a normal growth curve is evidence of 
good nutrition. Any tendency of the patient to fall 
behind in growth is a warning sign that the thera- 
peutic regimen needs re-evaluation. 

3. Acidosis. In the ideally controlled patient, this 
should not occur. If the patient has an episode of 
diabetic acidosis, the regimen of treatment should 
be reviewed completely. This, however, is not the 
case if the acidosis is precipitated by an adequate 
cause, such as an infection or trauma. In these cases 
it should be possible to avoid severe acidosis if the 
patient seeks help immediately on developing a 
complicating condition. If the patient fails to do 
this, the physician should impress on him the need 
for careful supervision during periods of increased 
physiologic stress, and should attempt to persuade 
him of the importance of seeking early medical 
attention. 


APPLICATION 
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4. Hypoglycemia. As discussed above, hypogly- 
cemia should be avoided in planning the thera- 
peutic regimen. If the patient has even occasional 
hypoglycemic attacks, his plan of therapy needs 
revision. 

5. “Complications.” The development of such un- 
fortunate concomitants of diabetes as premature 
atherosclerosis, retinitis, neuropathy, and the ne- 
phrotic syndrome of intercapillary glomeruloscle- 
rosis is one of the most unpleasant and frustrating 
aspects of the treatment of the disease. It should 
be emphasized that these complications occur inde- 
pendently of the severity of the disease (as related 
to the insulin requirement, for example) and with- 
out much, if any, relationship to the adequacy of 
control of the blood and urine sugar concentrations. 
It seems probable, however, that completely un- 
controlled patients who suffer repeated attacks of 
acidosis and coma may be more likely to develop 
these conditions. In any case, at the present time, 
the most that can be done to prevent these lesions 
is to maintain a normal state of nutrition without 
permitting very large variations in the degree of 
control of the urine and blood sugar. 

6. Pregnancy. In the diabetic woman, pregnancy 
is usually possible, and the probability of delivering 
a normal infant is quite high, although the fetal 
and neonatal mortality rates continue to be consid- 
ered above those for infants born of normal mothers. 
Ordinarily, the immediate risk to the pregnant 
mother is negligible. Space does not permit a com- 
plete discussion of this problem. 

7. General Activities. The well regulated diabetic 
patient should be able to carry on any normal ac- 
tivity without difficulty. Diabetics have made no- 
table marks for themselves in all phases of human 
activity—athletics, business, and the professions. 
The diabetic woman should be able to run her 
household without difficulty and to participate in 
the usual civic and church activities if she wishes. 


Tue incidence of pre-eclamptic toxemia is higher in those with 
essential hypertension than in those with normotension,. 


Most cases of constrictive pericarditis are tuberculous in origin. 


In auRicuar fibrillation mechanical reduction of venous pressure 
can produce as great an improvement as digitalis. 


In PATIENTS with heart trouble, a sense of impending doom is not 
a reliable symptom. 


—WiuM S. Reveno, M.D., 
711 Medical Maxims, Charles C Thomas 
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3-D for Diagnosis 


BY GEORGE E. SCHREINER, M.D. 


Georgetown University Hospital, Washington, D.C. 


TAKING your wife to a 3-D movie may be a pleasant, 
inexpensive, and simple way to increase your diag- 
nostic acumen. Three-dimensional movies are but a 
practical application of polarized light. For phy- 
sicians, there is an even more practical application 
which represents one of the more neglected develop- 
ments of modern medicine. It is the use of polarized 
light to search for the presence of doubly refractile 
fat bodies in the suitably prepared urinary sediment 
of the patient suspected of having kidney disease. 

In the course of lecturing, an informal poll has 
been conducted among postgraduate medical aud- 
iences in four large Eastern cities. Although this 
group of several hundred physicians was selected 
(interested enough to come to a scientific meeting), 
fewer than 10 per cent had ever actually seen a doubly 
refractile fat body. How many in your medical society 
have ever seen one? 

The apparent high cost and low availability (about 
$1,400 for a Nicol prism) of this valuable diagnostic 
weapon need no longer be a deterrent. 

A polarizing microscope satisfactory for screening 
purposes can be made in a few minutes from your 
standard office microscope plus two pieces of polar- 
izing film such as that used in the glasses provided 
at 3-D movies. For those who do not like movies, 
simple polarizing accessories of slightly better op- 
tical quality may be obtained from any microscope 
dealer or manufacturer (about $30). A simple way 
of preparing such a device is as follows: 


1. Enjoy a 3-D movie but sneak home with the 
glasses. 

2. Cuta circular disc out of each eyepiece (Figure 
la), one 20 mm. in diameter, one 31 mm. (for 
standard microscopes; if yours is nonstandard, sim- 
ply make the appropriate measurements). 

3. Mount the disc in an old filter frame, plastic 
ring. thin-rimmed washer, or simply bind with very 
narrow Scotch Tape. This will diminish curling of 
the film. 

4. Insert the 31 mm. disc into the filter slot or 
bracket at the bottom of the condenser mount 
(Figure 1b). 

5. Place the 20 mm. disc just above the bottom 
lens of the ocular and replace the lens (Figure Ic). 

6. After getting the desired field in focus, simply 
rotate the eyepiece. When the field is at its bright- 
est, the “axes” in the grid of polarized light are 
parallel; at its darkest, they are perpendicular 
(Figure 1d). 

For best results the urine should be collected as 
follows: 

1. Place the patient on a dehydration regimen 
such as one would use for a test of maximum con- 
centration. 

2. Collect a twelve-hour concentrated specimen, 
which should be refrigerated until examined. 

3. Centrifuge as large an aliquot as practicable. 
In the usual 15-ml. centrifuge tubes it is desirable to 
spin 15 ml. of urine, decant, refill to 15 ml., spin, 
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Figure 2. Doubly refractile fat bodies from the urine of a woman with long-standing 
diabetes mellitus and hypertension, wha is excreting 26 grams of protein a day in the 
urine. The identical microscopic field is seen (A) through partially crossed and (B) 
through completely crossed polaroids. The classical “Maltese cross" appearance is 


seen in both the large fat body and its satellites. Photograph by Dr. Stanley Silverberg. 


decant, and use this more concentrated sediment. 

4. Mount on a clear slide under a standard cover 
slip, and search the entire slide. If negative the prep- 
aration should be repeated several times. Do not dry 
the preparation. 

Several tricks are worth noting. The light source 
should be fairly bright. The classical ‘Maltese cross” 
appearance of doubly refractile fat bodies will only 
be apparent if they are in sharp focus. Refractile 
mucus threads without classical appearance should 
be disregarded. Many polarizing films contain arti- 
facts which will be apparent when the polaroids are 
not crossed. We use an intact ocular to scan sedi- 
ments and try to pick out epithelial cells, fat bodies, 
granular casts, etc., and then switch to the polarizing 
ocular for the dark-field examination. The charac- 
teristic appearance of these fat bodies is shown in 
Figure 2. 


One may expect to find doubly refractile bodies in 
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the urine of patients with the nephrotic syndrome 
as it is seen in the course of chronic glomerulo- 
nephritis, in so-called “true” or lipoid nephrosis, 
amyloidosis, syphilitic nephrosis, lupus erythema- 
tosus, leptospirosis, renal vein thrombosis, in the 
healing stage of acute renal insufficiency, and when 
the nephrotic syndrome supervenes in a prolonged 
toxic nephrosis. They may also be seen in Kimmel- 
stiel-Wilson syndrome, with or without a nephrotic 
picture, and may be the key to correct diagnosis of 
this renal disease, since doubly refractile bodies are 
not found in hypertensive and arteriosclerotic renal 
disease or in pyelonephritis, which are the other 
principal causes of renal disease in diabetic patients. 
Anisotropic lipoid material has also been reported in 
renal disease associated with polyarteritis nodosa 
and scleroderma. In view of the diagnostic dif_- 
culties encountered in such diseases, this simple 
technique deserves a much wider application. 
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Practical Therapeutics 


Problems in the Treatment of Peptic Ulcer 


Tue routine management of the patient having a 
simple, uncomplicated duodenal ulcer is well de- 
scribed in any of the standard textbooks, is en- 
tirely familiar to all, and need not be repeated 
here. The purpose of this communication, on the 
contrary, is to call attention to some of the prob- 
lems which may arise in the ulcer patient, to give 
an opinion on certain controversial issues, to dis- 
cuss the all-important indications for surgery, 
and finally to evaluate the role which is played by 
the anticholinergic drugs, both in the acute phase 
and in the long-term management of the patient 
having a peptic ulcer. 


A carefully taken history is the most important 
method of diagnosis, not only of the simple ulcer, 
but also of most of the complications. However, 
one depends on the radiologist for confirmation 
of this diagnosis and for localization of the lesion. 
The degree of activity of an ulcer, in most pa- 
tients, likewise, is determined by history, although 
the radiologic demonstration of a crater or of ir- 
ritability, spasm, or point tenderness is convincing 
evidence of an active ulcer. 

One should not assume that an ulcer is present 
merely because of a clover-leaf deformity of the 
duodenum, and one should also remember that a 
few patients having a duodenal ulcer proven by 
operation, may have a negative x-ray. Gastroscopy 
often is helpful in the diagnosis of a gastric or 
marginal ulcer, but physical examination and the 
usual laboratory procedures are of little value. 
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BY DONALD D. CARTER, M.D., DAVID H. JOHNSTON, M.D., AND JULIAN M. RUFFIN, M.D. 
Department of Medicine, Duke University School of Medicine, Durham, N.C. 


Severe Duodenal Ulcer 


The patient whose ulcer symptoms are severe 
should always be hospitalized. In addition to the 
usual ulcer therapy (diet, antacids, antispasmodics, 
and sedatives) more stringent measures are re- 
quired. Continuous night suction constitutes one of 
the most effective methods of relieving ulcer distress 
and should be employed regardless of the location of 
the ulcer, particularly when night pain is present 
(Figures 1 and 2). Constant milk drip is advocated 
by some, but in our experience is inferior to fre- 
quent feedings during the day and night suction. 

The anticholinergic drugs have proven invalu- 
able in the relief of ulcer distress in such patients. 


Figure 1. Continuous gastric suction. 
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Figure 2. Treatment for ulcer distress—before and after suction 


These drugs inhibit both secretory and motor 
activity by parasympathetic blockade. Oral ad- 
ministration of Banthine, 100 mg. before meals 
and at bedtime, has been extremely effective in our 
experience. If pain is severe, the drug can be given 
in doses of 50 mg. intramuscularly every six hours. 
Pro-Banthine, 30 mg. four times daily by mouth, 
or 10 or 20 mg. intramuscularly every six hours, 
has likewise been valuable. This agent has fewer 
side effects. Other anticholinergic drugs, including 
Pathilon, Antrenyl, Pamine, and Darstine, appear 
to be equally beneficial. However, our experience 
with these drugs has been limited. 

It should be emphasized that the intramuscular 
administration of these agents usually results in 
prompt subsidence of pain and that their intravenous 
administration is followed by instantaneous relief in 
most cases. 


Mechanism of Ulcer Pain 


The mechanism of pain production in peptic 
ulcer has been studied extensively by many inves- 
tigators. Two general theories of the genesis of 
pain have been advanced: first, that pain is due to 
chemical irritation of nerve fibers at the base of 
the ulcer by acid gastric juice; and second, that 
it is caused by an alteration of the motility pattern 
of the stomach and duodenum in response to 
various stimuli, including acid. Abnormal motility, 
or dyssynergia, in our opinion is the underlying 
mechanism. 

In studying this problem Ruffin and associates 
observed that pain was experienced in only thirty- 
seven of one hundred patients following ingestion 
of an acid barium mixture having a pH of one. 
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This observation alone would suggest that faciors 
other than acid are responsible for ulcer paii. 

It was also noted that, in those patients in wliom 
pain followed the ingestion of acid barium, a <is- 
turbance of gastric motility invariably occurred. 
This consisted of inco-ordination of the gastric 
evacuation mechanism with or without localized 
spasm. For example, in ten patients with a duo- 
denal ulcer, severe pain was experienced coincident 
with antral spasm and marked gastric peristalsis, 
although there was no acid barium at the ulcer 
site. Upon restoration of the normal motility pat- 
tern with gastric evacuation the pain promptly 
subsided. 

In the sixty-three patients in whom pain did not 
occur, gastric motility and evacuation were normal. 
Acid barium frequently was demonstrated in an 
ulcer crater in this group. 

The relief of pain following the intravenous ad- 
ministration of a potent anticholinergic drug, in 
every case occurred simultaneously with cessation 
of peristalsis, although in many instances acid 
barium could be demonstrated in the ulcer crater 
after the pain had subsided. 

In light of the above observations, relief of pain 
following the administration of the anticholinergic 
drugs is not necessarily indicative of healing. 


Walled-off Perforation 


One of the most frequent causes of intractable 
ulcer distress, and yet one of the least publicized, 
is walled-off perforation. In these patients the ulcer 
perforates through the wall of the stomach or 
duodenum into an adjacent structure where it is 
confined either by inflammatory reaction or by 
the tissue itself. 

This condition should be suspected clinically 
whenever there is a change in the usual ulcer pat- 
tern or when there is unusual radiation of pain. 
The pain increases in severity and is not relieved 
or is only partially relieved by food or antacid. 
It may become constant without relation to meals, 
and night pain usually is experienced. 

Perforation into the pancreas generally is accom- 
panied by pain radiating into the back, and per- 
foration beneath the diaphragm by pain into either 
shoulder. Occasionally, back pain is so pronounced 
that these patients are treated as orthopedic prob- 
lems. Often narcotics are required for relief. Since 
most duodenal ulcers are found on the posterior 
wall, perforation into the pancreas occurs most 
frequently; however, perforation also occurs into 
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the anterior abdominal wall, into the liver, and 
into other viscera. 

In contrast to perforation into the free abdominal 
cavity, there are few clinical signs of this com- 
plication. The leukocyte count usually does not 
rise, fever is absent, and as a rule there are no 
signs of peritoneal irritation. Radiologically the 
presence of this complication may be demon- 
strated by a sinus tract or by a confined air bubble 
at the site of the perforation (Figure 3). Unfor- 
tunately. these signs frequently are absent. 

A strict regimen, including constant gastric 
suction and anticholinergic drugs given parenter- 
ally, should be instituted. The response to this 
therapy, however, usually is disappointing, and 
prolonged medical treatment is inadvisable. Sur- 
gery is indicated in most cases. 

It should not be implied that all patients who 
develop back pain have a walled-off perforation. A 
deeply penetrating ulcer, not extending through 
the serosa, may give rise to a picture similar to 
that of a walled-off perforation. Response of this 
type of ulcer to medical therapy frequently is 
satisfactory, and surgery may not be necessary. 


Channel Ulcer 


The pyloric channel may be defined as that 


portion of the stomach lying between the antrum 


and duodenum (Figure 4). It measures approxi- 
mately one centimeter in length. Peptic ulceration 
of this area may give rise to one of the most con- 


Figure 3. Perforated walled-off ulcer with sinus tract. 
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Figure 4. Radiographic anatomy of the pyloric channel. 


fusing and bizarre clinical pictures, and many of 
these patients are treated as psychiatric problems 
until the correct diagnosis has been made. 

The characteristic pattern of ulcer distress usu- 
ally is absent. Nausea and vomiting are the most 
frequent symptoms and occur periodically. Marked 
weight loss is common. Pain may be continuous, 
may occur immediately after meals or without 
apparent relationship to them, and relief by food 
and antacid is inconstant. Bizarre upper abdominal 
distress accompanied by nausea and vomiting, when 
episodic in character and especially when awakening 
the patient at night, should at once arouse the suspi- 
cion of a channel ulcer. 

While the diagnosis should be suspected clini- 
cally, confirmation depends upon radiologic evi- 
dence, consisting of (1) lengthening or distortion 
of the pyloric channel, (2) an ulcer niche (Figure 
5), or (3) disturbance of gastric evacuation. Strict 


Figure 5. Typical radiologic findings of channel ulcer. 
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therapy as described under treatment of the severe 
duodenal ulcer is imperative. In our experience, 
many of these patients require surgery. 


Interim Phase or Long-term Therapy 


After an initial period of therapy of four to six 
weeks, the problem of long-term management 
arises. The use of drugs during the interim phase 
over a prolonged period is still controversial. 
There are many who believe that antacids, anti- 
spasmodics, or anticholinergic drugs should be 
administered daily for months or years. On the 
contrary, equally qualified observers feel that this 
is unnecessary. 

The value of one of the anticholinergic drugs 
(Banthine) in the long-term management of ulcer 
has been studied recently. In a series of 250 pa- 
tients followed an average of thirteen months, 
approximately half receiving 400 mg. of Banthine 
and the other half receiving 1.6 mg. of atropine 
daily, it was found that those receiving Banthine 
had fewer and milder recurrences and in general 
fared better than those in the control (atropine) 
group. However, the development of complications 
and the need for surgery were essentially the same 
in both groups. 

The data reported in this study are subject to 
several interpretations. Unquestionably, those pa- 
tients taking the anticholinergic drug fared sig- 
nificantly better symptomatically than those in the 
control group, and it could be argued that the 
drug should be administered over a long period of 
time. On the contrary, recurrences, complications, 
or the need for surgery were not prevented and, 
therefore, the indications for its use in the quies- 
cent phase could be questioned. In our opinion, 
the anticholinergic drugs available today do not 
alter the eventual course of the disease, and their 
use in the interim phase is optional. 

Although there is no convincing evidence that 
strict adherence to diet will prevent recurrences, 
it is generally accepted that a bland diet with fre- 
quent feedings is advisable. The role of tobacco, 
alcohol, and coffee in the production of peptic 
ulcer is also controversial. These agents increase 
hydrochloric acid and pepsin secretion, and theo- 
retically their use should be discouraged in the 
patient with peptic ulcer. Certainly this is true in 
the active phase, during which time the clinician 
is making every effort to produce conditions favor- 
able for healing. During the quiescent phase, 
however, it is extremely doubtful that these agents 


play any part in the production of recurrence. 
and their use in moderation may be allowed. 


Gastric Ulcer 


In general, the clinical picture and medical 
management of gastric ulcer are the same as for 
an ulcer in the duodenum. Because of the danger 
of carcinoma masquerading as a benign ulcer, much 
greater caution must be observed. 

Once the diagnosis of gastric ulcer has been 
made, hospitalization is mandatory. The physician 
should use all means available to exclude carci- 
noma. This includes gastric analysis, careful radio- 
logic evaluation, and gastroscopy. Cytologic study 
offers great promise in diagnosis, but is available 
only in a few centers today. 

If cancer is suspected, immediate surgery should 
be advised. In patients in whom the ulcer is thought 
to be benign, one is justified in instituting a strict 
medical regimen and following closely by x-ray 
and gastroscopy at weekly intervals (Figure 6). At 
the end of four to six weeks, unless there is evi- 
dence of complete healing, surgery should be 
advised. 


Marginal (Jejunal or Stomal) Ulcer 


The management of the stomal ulcer is more 
difficult than that of the uncomplicated duodenal 
ulcer and usually requires hospitalization and a 
strict medical regimen. Such ulcers are difficult 
to demonstrate by x-ray, and the diagnosis is often 
made by history only. Surgery frequently is neces- 
sary because of intractable pain. 


Pyloric Obstruction 


The clinical picture of advanced pyloric ob- 
struction presents no problem in diagnosis. How- 
ever, recognition of early pyloric obstruction may 
be difficult. The usual history of vomiting large 
quantities of undigested food may not be obtained. 
The patient may merely complain of fullness and 
distention immediately after meals. On physical 
examination gastric peristaltic waves frequently 
are not demonstrable. A much more valuable and 
more constant finding is a succussion splash over the 
stomach. The radiologic demonstration of advanced 
pyloric obstruction is easy. However, it may be 
necessary to give a light meal along with barium 
to demonstrate a low-grade retention. 

Once the diagnosis has been made, hospitaliza- 
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tion is necessary. Although one attempts to dis- 
tinguish between obstruction due to edema and 
spasm and that due to scarring, initial treatment 
is the same in both conditions. This consists of 
constant gastric suction, parenteral fluids, and 
careful attention to the electrolytes. Atropine 
parenterally usually is employed but is of question- 
able value. Anticholinergic drugs are contraindi- 
cated in the presence of severe obstruction with a 
dilated stomach, but may be of value in acute 
retention due to an active ulcer with associated 
edema and spasm. 

After twenty-four to forty-eight hours, the pa- 
tient should be fed a liquid diet during the day- 
time, and night suction continued. If the amount 
of retention does not decrease appreciably within 
five to seven days, it is probable that the obstruction 
is due to scarring rather than to edema and spasm. 
In such cases, surgery should not be delayed. 

Occasionally, in partial obstruction, the stomach 
may empty the barium meal properly without evi- 
dence of retention. However, on resumption of a 
solid diet, retention promptly recurs. Surgery is 
also necessary in these patients. 


Perforation 


There are some who feel that the perforated 
ulcer should be handled medically instead of by 
surgical closure. Constant gastric suction, anti- 
biotics, parenteral fluids, vitamins, and supportive 
therapy have been advocated. Our experience with 
this therapeutic approach ‘has been limited, and 
we hesitate to employ it or advise its use in the 
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Figure 6. Gastric ulcer. Left, large crater; middle, two weeks after treat- 
ment—crater smaller; right, three weeks after treatment—crater gone. 


treatment of free perforation. When a competent 
surgeon is not available, however, this method of 
treatment may be justified. In our opinion, perfora- 
tion into ihe free peritoneal cavity is a surgical 
emergency. 


Hemorrhage 
A, Mild. Bed rest is mandatory. In the absence 


of nausea and vomiting, the usual treatment for an 
active ulcer is indicated, and surgery in the acute 
phase is unnecessary. The stool should be ex- 
amined daily for blood and the hemoglobin and 
hematocrit followed closely until all evidence of 
bleeding has ceased. The blood pressure and pulse 
should be recorded at frequent intervals and may 
represent the earliest indication of further hemor- 
rhage or of cessation of bleeding. 

Early x-ray of the gastrointestinal tract is op- 
tional, in our opinion, and transfusions are un- 
necessary. Once the bleeding has stopped, the 
patient should be managed as previously discussed 
under interim phase. 

B. Moderately Severe to Severe. In patients in 
whom the bleeding is moderately severe to severe, 
management is essentially the same as that out- 
lined above. When nausea and vomiting are pres- 
ent, feedings are withheld temporarily and resumed 
as soon as tolerated. It is generally agreed that 
early feedings are desirable and have materially 
decreased the mortality rate in bleeding ulcer. In 
persistent hemorrhage, constant gastric suction has 
proven of value. 

The use of transfusions is still controversial. 
There is a marked tendency to transfuse unneces- 
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sarily and the decision to transfuse requires careful 
study. A safe rule of thumb is to transfuse when- 
ever the hemoglobin falls below 7.5 Gm. per 100 
cc., or the erythrocyte count below three million, 
but no effort should be made to restore the blood 
count entirely to normal levels. In the presence 
of shock, transfusions should be instituted at once, 
along with conventional methods of combating this 
condition. 

The use of the anticholinergic drugs in the man- 
agement of hemorrhage is debatable. Theoretically, 
any drug which decreases acidity and motility 
should be beneficial. However, relaxation of the 
musculature in the vicinity of the ulcer might 
interfere with hemostasis, and paralysis of the 
stomach would be undesirable in the event of 
surgery. Certainly, the anticholinergic drugs should 
not be used in active bleeding unless gastric suc- 
tion is employed simultaneously. 

The intelligent management of the bleeding 
ulcer requires the close co-operation of the general 
physician, the radiologist, and the surgeon. No 
rules concerning the indications for operation can 
be formulated which are applicable to all cases. 
It is usually unnecessary to rush into surgery dur- 
ing the first twenty-four hours. On the contrary, 
to delay operation in the face of persistent or se- 
vere bleeding, or in repeated hemorrhages, is 
hazardous. Emergency surgery is undertaken at 


any time when, in the opinion of the physician, 
the patient’s life is endangered. 

Elective surgery during the quiescent phase in a 
patient who has had recurrent hemorrhages pre- 
sents a difficult problem. Some advise operation 
after a single episode of bleeding if the patient is 
over 50 years of age. Others disagree with this 
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philosophy and feel that the age of the paticut 
should not be the determining factor. The follow- 
ing factors all have to be taken into considerativi: 
(1) severity of the bleeding, (2) number of hemor- 
rhages, (3) physical condition of the patient, (4) 
availability of medical and surgical care, (5) social 
and economic status, and finally (6) the attitude 
of the patient toward surgery as opposed to con- 
tinuation of medical care. 


Indications for Surgery 


In the absence of complications, the indications 
for surgery often are debatable. Certainly the pa- 
tient whose pain persists in spite of intensive 
hospital therapy should have the benefit of surgery 
without undue delay. The patient who responds 
nicely to hospital care, but who is incapacitated 
by a recurrence as soon as he returns to work is a 
more difficult problem. Surgery in such cases is 
optional and the decision should be made by the 
patient after careful explanation of all known 
factors. Surgery performed merely to allow the pa- 
tient to eat what he chooses and to live as he pleases 
is never justified. 


Summary 


Peptic ulcer still presents an extremely serious 
problem and represents one of the more important 
diseases confronting the medical profession today. 
While the simple, uncomplicated duodenal ulcer 
responds nicely to conventional therapy, compli- 
cations can be serious and are frequently fatal. 
It should be pointed out that the cause of the 
disease is unknown and that there is no specific 
remedy. 


In A co-operative control study of isoniazid by the Public Health 
Service, it was determined that the combination of isoniazid and 
streptomycin was superior to the use of isoniazid alone or strepto- 
mycia plus para-aminosalicylic acid. The most important factors 
which influenced the response to chemotherapy were the age of the 
patient, the duration of the disease, and whether one or both lungs 
were involved. The younger the patient and the more recent his dis- 
ease, the greater was the likelihood that he would improve. It was 
also noted that when the tuberculosis was confined to one lung, 
improvement occurred more frequently than when both lungs were 


diseased. (Dis. of Chest, 24:361, 1953.) 
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Cips from Other Journals 


Chlortetracycline for Cardiacs 


Norinc that respiratory infections are common com- 
plications of chronic congestive heart failure, McVay, 
Sprunt, and Stern evaluated chlortetracycline for 
long-term prophylaxis of such infections. The anti- 
biotic was given in doses of 250 mg. twice a day, in 
combination with Paraben (methyl and propyl esters 
of para-hydroxybenzoic acid)—an agent that con- 
trols overgrowth of C. albicans. There were no serious 
untoward effects. 

Patients taking chlortetracycline for an average 
of twenty months were evaluated by comparison with 
similar patients taking a placebo of identical ap- 
pearance. The authors reported that the chlortetra- 
cycline group were benefited, chiefly by a reduction 
in the frequency of respiratory infections developing 
as complications of their heart failure. Although the 
reasons for this conclusion were not altogether clear, 
the method would seem to merit additional study. 
(Am. J. M. Sc., 226:491, 1953.) 


Changes in Types of Heart Disease 


Hurcueson, Hejtmancik, and Herrmann analyzed 
the etiologic diagnosis in 1,000 cases of organic 
heart disease studied in a Texas hospital and clinic 
during an eighteen-month period ending early in 
1953. The incidence of various etiologic types is 
shown in the accompanying diagram. 

When these results were compared with those of 
two previous studies made at the same hospital in 
1931 and 1927 respectively, two important changes 
were noted, First, the relative frequency of diagnosis 
of congenital anomalies had increased more than 
ten fold. The authors attributed this to an increased 
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interest and awareness resulting from notable ad- 
vances in treatment of congenital cardiovascular dis- 
eases. Second, the relative frequency of syphilitic 
heart disease had declined progressively: 19.3 per 
cent in 1927, 12.7 per cent in 1931, 7.2 per cent in 
1953. They gave credit for this change to the effec- 
tiveness of public education, early diagnosis, and 
effective therapy—factors that have combined to 
make cardiovascular syphilis ‘‘a vanishing disease.” 
Thus, new cases of syphilitic heart disease were rare 
in 1953—fourteen out of a total of twenty-three 
cases were in Negro men. 

In a previous study (1931) at the same hospital, 
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Incidence of various etiologic diag- 
noses in 1,000 cases of organic heart 
disease in a southern hospital (1953). 
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the peak incidence of hypertensive cardiovascular 
disease was registered at age 45 for Negroes, at age 
55 for white patients. In the present study (1953), 
the peak age incidence was still one decade earlier 
in Negroes than in whites. However, the peak in 
each race had been shifted one decade later (sixth 
decade in Negroes, seventh decade in whites). (Am. 
Heart J., 46:565, 1953.) 


Erythromycin for Pneumococcic Pneumonia 


AusTRIAN and co-workers compared the effectiveness 
of erythromycin and penicillin in treatment of pneu- 
mococcic lobar pneumonia. Erythromycin was given 
orally in doses of 400 mg. every six hours until the 
rectal temperature was below 99.6° F. for seventy- 
two hours. Alternate patients received penicillin for 
similar periods—300,000 units of the aqueous sodium 
salt intramuscularly every twelve hours. There were 
twenty-four patients in the erythromycin group, and 
twenty-six patients in the penicillin group. 

Results of treatment were essentially the same in 
both groups, including the incidence of complica- 
tions. The authors concluded that erythromycin is 
effective in pneumococcic lobar pneumonia. They 
suggested that it be adopted as an alternative form 
of therapy, its principal value being that it may be 
given to patients sensitized previously to penicillin. 


Erythromycin was not given top rating because (1) 


it is effective against a limited number of bacterial 
species, and (2) a number of bacteria have been 
shown to develop in vitro significant resistance to 


the drug. (Am. J. Sc., 226:487, 1953.) 


Chronic Cor Pulmonale Due to Emboli 


Amonc 8,000 autopsies during the past twenty 
years at the Massachusetts General Hospital, Owen 
and associates found twelve examples of chronic cor 
pulmonale due to widespread obstruction of smaller 
pulmonary arteries by emboli. They suggested that 
less pure forms of the syndrome may be relatively 
common. All of the twelve patients developed cor 
pulmonale slowly and insidiously as a result of in- 
creasing pulmonary hypertension. Recognizable epi- 
sodes of lung infarction were not part of the picture, 
although some of the patients had hemoptysis that 
retrospectively could be attributed to infarction. 
Dyspnea and cough were the most frequent 
symptoms. An extreme degree of right heart failure 
ultimately ensued. At this stage, cyanosis usually 
was present. The pulmonic second sound was ac- 
centuated, gallop rhythm was encountered often, 


and five patients had a moderately loud sysiolic 
murmur heard best along the left sternal border in 
the third or fourth interspace. X-ray examinations 
were not helpful in diagnosis except in some of the 
recent cases in which relative avascularity of the 
lungs in the presence of prominent root vessels sug- 
gested pulmonary vascular obstruction. The clec- 
trocardiogram almost always gave evidence of right 
ventricular hypertrophy. 

The sources for the pulmonary emboli were 
ascertained in nine of the twelve cases; in six it was 
in the leg veins. The authors thought that the 
interval between embolic obstruction of pulmonary 
arteries and onset of cor pulmonale was probably 
measured in years rather than in weeks or even 
months. They speculated that a large proportion of 
cases of so-called Ayerza’s syndrome results from 
latent embolization of the lungs. (New England J. 
Med., 249:919, 1953.) 


Staging and Prognosis in Breast Cancer 


Procnosis in breast cancer cannot be based upon 
histologic findings alone, but must depend upon a 
number of clinical factors, according to a recent re- 
port by McQueney. Some histologic findings merit 
special consideration, however. 

Noninfiltrating duct or lobular carcinomas are 
associated with a more favorable outlook than are 
the infiltrating lesions. A well-preserved acinar pat- 
tern in the primary tumor has a favorable prognostic 
significance. Unfavorable indications are rapidly 
growing anaplastic breast tumors characterized by 
marked cellular pleomorphism, striking mitotic ac- 
tivity, and hyperchromasia. 

To detect the presence of extra-axillary lymphatic 
spread, it has been suggested that the internal mam- 
mary chain be biopsied routinely in the second in- 
terspace in radical mastectomy. At the same time 
the internal mammary lymphatic chain and internal 
mammary vessels can be ligated in the second and 
fifth interspaces. 

Pregnancy and lactation have long been recog- 
nized as unfavorable influences in breast tumors; 
and subepidermal lymphatic or vascular permea- 
tion, associated with lymphedema, produces the un- 
favorable inflammatory carcinoma. Tumors located 
in the medial half of the breast have a poorer out- 
look because of their tendency toward intralym- 
phatic thoracic extension by way of the internal 
mammary chain. 

One of the most reliable indices of group prog- 
nosis in breast carcinoma is the size of the primary 
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tumor. There is a striking correlation between the 
tumor size and five-year survival rates. Patients with 
primary tumors less than 2 cm. in diameter have 
shown a five-year survival rate of approximately 90 
per cent to 50 per cent, depending upon whether or 
not axillary involvement was demonstrated. With 
primary lesions of 4 to 5 cm. in diameter, however, 
the comparative survival rates were 60 per cent and 
30 per cent, respectively. 

McQueney stressed the prognostic importance of 
dividing breast tumors into three stages, depending 
upon the sites of metastatic spread. Stage-one tu- 
mors, which were limited to the breast itself, showed 
a five-year survival rate of approximately 85 per 
cent; stage-two tumors, with metastasis to central 
or basal axillary nodes, had an expected five-year 
survival rate of only approximately 50 per cent; 
while stage-three tumors, with metastasis to apical 
axillary nodes, had an expected five-year survival 
rate of only 30 per cent. In addition to the signifi- 
cance of the various stages of tumors, other influ- 
ences (size of the tumor, pregnancy, inflammatory 
signs, location of the tumor, etc.) serve only to in- 
fluence the prognosis in an unfavorable direction. 


(Am. Surgeon, 19:144, 1953.) 


Surgical Treatment of Portal Hypertension 


As THE chief justification for treating esophageal 
varices by surgical operations intended to reduce 
portal vein hypertension, Jahnke and associates 
mentioned that medical therapy has little to offer in 
preventing hemorrhage from varices or in control- 
ling it once it has started. They went on to say that 
hemorrhage has been responsible for death within 
one year of 50 to 70 per cent of all patients with 
portal hypertension who have bled. 

The authors reported on the results of portacaval 
shunting procedures in thirty patients—twenty- 
eight with intrahepatic portal blockade due to in- 
trinsic liver disease and two with portal vein throm- 
bosis and a normal liver. They included six patients 
who had never bled from esophageal varices and in 
whom a portacaval shunt was made “‘prophylactical- 
ly.” Patients were subjected to surgery without re- 
gard to the status of liver function at the time of 
operation, and with the finding that the operation 
itself had no effect—good or bad—on liver function. 
However, it was noted that patients having severely 
impaired liver function are not safe candidates for a 
portacaval shunt unless certain precautions are 
observed—particularly, avoidance of excessive an- 
esthetic and operative trauma plus routine adminis- 
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tration of chlortetracycline for the first eight post- 
operative days. 

Results of portacaval shunting were good in these 
thirty cases. There were only two deaths from he- 
patic failure, and only one of these was clearly at- 
tributable to the operation. The other patients regu- 
larly showed good evidences of reduction of portal 
venous pressure. In seventeen patients esophagos- 
copy revealed that varices completely disappeared. 


(Surg., Gynec. & Obst., 97:471, 1953.) 


Cholecystography in Liver Disease 


Even in the absence of jaundice, the differential 
diagnosis between intrinsic liver disease and biliary 
tract disease sometimes offers a problem. Often it can 
be solved by cholecystography, but in this connec- 
tion two considerations are important: (1) Does im- 
paired liver function interfere with excretion of the 
dye used in cholecystography ? (2) Is there risk of a 
toxic effect from that dye? 

Estess and Strauss sought the answer to these 
questions by attempting oral cholecystrography in 
thirty-five nonjaundiced patients with abnormal 
bromsulfalein retention varying from 7 to 44 per 
cent. Results were as follows: 


BSP retention gallbladder visualization 


Less than 20 per cent 


(23 patients) Normal 
20-23 per cent 

(5 patients) Faint 
More than 23 per cent 

(7 patients) None 


There were no toxic effects from administration of 
the gallbladder dye (iodoalphionic acid) in the 
presence of liver damage. (New England J. Med. 
249 :930, 1953.) 


Cholelithiasis and Cardiac Disease 


Tue difficulties of differentiating between cardiac 
disease and cholelithiasis, in patients with acute 
right upper quadrant pain, are well known. In addi- 
tion, Garrett has shown evidence that cholelithiasis 
may predispose the heart to visceral influences. 
Nausea, vomiting, and retching induced in dogs by 
apomorphine have been shown to result in cardiac 
irregularities. These irregularities are increased by 
bile salts or jaundice, as demonstrated by Crittenden 
and Ivy! Cardiac improvement following chole- 
cystectomy is common, and electrocardiographic 


changes characteristic of myocardial damage fre- 
quently lessen or disappear after removal of a dis- 
eased gallbladder. 

Two cases were reported in which acute myo- 
cardial infarction occurred coincident with acute 
cholecystitis. In another case diagnosed as acute 
coronary thrombosis and treated temporarily by 
conservative means, a gallstone was later demon- 
strated by cholecystogram. Removal of the gall- 
bladder resulted in complete disappearance of all 
cardiac symptoms. 

The author recommends that any patient with a 
clinical diagnosis of myocardial disease should have 
a cholecystogram, and any patient with gallbladder 
disease should have an electrocardiogram to detect 
possible coincident disease in the heart and biliary 
tract. (Am. Surgeon, 19:503, 1953.) 


Villous Papillomas of the Colon 


BENIGN epithelial polyps arising from the mucous 
membrane are the most common tumors of the colon 
and rectum, according to a recent report by Bacon 
and his co-workers. Of these, more common are the 
adenomatous polyps—typically compact peduncu- 
lated masses having a papillary arrangement of the 
luminal pole. These occur in about 7 per cent of all 
adults, and become malignant in 15 to 19 per cent 
of cases. The other less common type occurs as a 
iesion with a broad sessile, velvet-like appearance 
containing soft villous projections, in striking con- 
trast to all other benign or malignant tumors of the 
large bowel. 

These latter lesions—villous papillomas—often 
present a problem. Repeated biopsy reports may be 
“benign,” and the lesions cannot be excised easily 
locally or desiccated as can the adenomatous polyps. 
Villous papillomas present symptoms which may be 
confused with mucous colitis, including a mucous 
discharge from the rectum. Other symptoms include 
rectal bleeding, altered bowel habits (especially 
diarrhea), and the protrusion of tissue. The dura- 
tion of symptoms in the cases reported varied from 
one week to fifteen years, the average being fifteen 
months. Malignant changes were found in 35.7 per 
cent of the papillomas in this series. 

The authors advised wide removal of the lesion. 
Twenty-six of the twenty-eight cases presented 
were treated in this manner. Lesions presenting 
above the lateral ligaments of the rectum were 
treated by abdominal-perineal proctosigmoidectomy 
with sphincter preservation. Lesions below the 
lateral ligaments (7 cm. above the anus) were treated 


by an extended Miles excision of the rectum, w ith 
abdominal colostomy. In the twenty-eight cases 
there were no deaths in the period of follow-up 
ranging from two to seven years. (Surgery, 35:77, 
1954.) | 


Obesity and Amenorrhea 


Some kind of relationship between obesity and amen- 
orrhea in young women was suggested by observa- 
tions by Mitchell and Rogers. In a group of sixty 
women who had been without periods for at least 
three months, the authors found that 48 per cent 
were obese (incidence in a control group of similar 
age: 13 per cent). 

Thirty-two obese women (20 per cent or more 
above ideal weight) were treated only with a 1,200 
calorie diet. Results were as follows: 


Patients who lost weight 


Restoration of menses 13 

No restoration of menses 2 
Patients who did not lose weight 

Restoration of menses 2 

No restoration of menses 15 


It seemed that a negative caloric balance was an 
effective therapeutic method. The authors specu- 
lated: “The fact that both symptoms (amenorrhea 
and obesity) improved at about the same time sug- 
gests that a common emotional factor may be re- 


sponsible.” (New England J. Med., 249:835, 1953.) 


Tests for Coronary Heart Disease 


AN ATTEMPT was made by Davis and co-workers to 
appraise the usefulness of “‘stress-eliciting” pro- 
cedures as methods for diagnosis of coronary athero- 
sclerosis by alterations in the electrocardiogram and 
in the ballistocardiogram. Stress was provided as 
exercise (“two-step”) and by having the patient 
smoke a single cigarette. 

As a means for distinguishing coronary patients 
from “normal” controi subjects, the effects of ex- 
ercise were disappointing. The ratio of positive 
electrocardiographic tests in normal subjects and 
patients was only 1:2. (Incidentally, the electro- 
cardiographic response according to Master’s cri- 
teria was reported to be positive in one of four nor- 
mal controls.) The ballistocardiogram was not much 
more helpful. The differential margin between dis- 
eased persons and normal controls was only 4:1. 

Response of the ballistocardiogram tocigarette 
smoking seemed a more sensitive test. Thus, only 
6.8 per cent of normal subjects responded ballisto- 
cardiographically to a cigarette in an abnormal fash- 
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ion, in contrast to 58.6 per cent of patients having 
coronary heart disease—a differential margin of 9:1. 
However, the authors warned that the cigarette test 
is not the final answer to the problem of objectivity 
in the diagnosis of coronary atherosclerosis. (Am. 


Heart J., 46:529, 1953.) 


Mitral Stenosis with Cor Pulmonale 


Taguint and co-workers in Buenos Aires believe 
that some patients with mitral stenosis have an im- 
portant pulmonary component in the pathogenesis 
of their symptoms. It is suspected that an increased 
resistance in the pulmonary circulation results from 
changes in the pulmonary vascular tree and in the 
lungs; and in part, at least, independent of the re- 
sistance offered by the narrowing of the mitral valve. 
The authors classify these patients as “mitral stenosis 
with cor pulmonale.” 

The main features of this uncommon variety of 
mitral stenosis are: “(1) a history of a severe respi- 
ratory distress, with paroxysms of asthmatic-like 
breathing and frequent hemoptyses; (2) very pro- 
nounced dyspnea on effort, rapidly progressive; (3) 
radiologic evidence of right ventricular enlargement 
with markedly dilated pulmonary arteries, usually 
with surprisingly little evidence of left atrial enlarge- 
ment; (4) typical electrocardiographic signs of right 
ventricular hypertrophy; and (5) a rapidly downhill 
course with early appearance of congestive heart 
failure.” 

The authors report that results obtained in the 
surgical treatment of this type of mitral stenosis are 
likely to be good, providing that the operation is 
done in time. They argue for early recognition of the 
syndrome, with a view to early corrective surgery. 


(Am. Heart J., 46:639, 1953.) 


Recurrent Varicose Veins 


IN AN article on the management of recurrent vari- 
cose veins, Luke described several causes for such 
recurrences as they were encountered at the Royal 
Victoria Hospital in Montreal. They were: (1) liga- 
tion and division of the saphenous vein one inch or 
more distal to the saphenofemoral junction (tribu- 
tory veins left in place reconnected the vein to its 
femoral stump) ; (2) ligation of only one limb of a 
high division of the saphenous vein, the other limb 
remaining patent; (3) failure to identify and ligate 
an accessory saphenous vein; (4) proper ligation of 
the vein but failure to remove a segment of it, allow- 
ing recanalization; (5) incompetence of the small 
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saphenous vein (this vein is present in 15 to 20 per 
cent of patients) ; (6) missing of or subsequent open- 
ing of incompetent communicating veins. 

The author stated that the selection of a proper 
method of treatment of recurring varices depends 
upon the presence or absence of a positive Trendel- 
enburg test. If positive, secondary surgery should 
consist in re-exploration of the saphenofemoral 
junction and stripping of the existing principal 
superficial veins. If the Trendelenburg test is nega- 
tive or doubtful, local injections of sclerosing fluid 
are all that is indicated. 

The author presented thirty-two cases reoper- 
ated upon during a three-year period. Results to 
date have been good, although he emphasized that 
undoubtedly more varices will appear in some cases. 
However, if they reappear after a second operation 
he felt that they can be held in check by the occa- 
sional injection at yearly intervals. (Surgery, 35:40, 
1954.) 


Primary Torsion of the Omentum 


Primary torsion of a portion or all of the omentum 
is a little known and rare cause of an acute surgical 
abdomen, according to a recent report by Martin 
and his co-workers. It is seldom considered as a 
possibility in the differential diagnosis of acute sur- 
gical conditions. A partial or complete twisting of 
the omentum becomes clinically significant only 
when severe enough to cause interference with the 
omental blood supply. The exact etiology of pri- 
mary torsion is unknown. Secondary torsion is com- 
monly seen at surgery and is due to some other 
pathologic condition such asa hernia. cyst, or tumor. 

Symptoms of an omental torsion are similar to 
those of many other abdominal conditions. Pain is 
the chief complaint and may be located in any part 
of the abdomen, depending upon the location of the 
torsion. In most patients, however, it is situated in 
the right side of the abdomen, particularly in the 
right lower quadrant. Usually of only moderate 
severity, its onset is rapid in most instances, often 
associated with a sudden turning of the body or 
severe exertion or trauma. In most instances no dis- 
turbance of bowel habits is present, although nausea 
may occur. 

Physical examination reveals marked abdominal 
tenderness, frequently with rebound tenderness. A 
mass may be palpated, usually mobile, but present- 
ing an obscure outline. 

Although there is no pathognomonic evidence of 
primary omental torsion, certain other factors sug- 
gest this diagnosis. In spite of abdominal pain and 
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physical findings, the rapid pathologic progression, 
seen in acute appendicitis and other acute surgical 
conditions, is absent. The pain may diminish when 
the patient assumes the prone position, and it usu- 
ally remains in the same place. 

The clinical findings in primary omental torsion 
make immediate surgery mandatory. A right rectus 
rather than a McBurney incision is recommended. 
If the appendix, gall bladder, gastroduodenal re- 
gion, and pancreas are normal, the omentum should 
always be examined, especially if serosanguineous 
peritoneal fluid is present. Complete resection of 
the involved omentum proximal to the point of rota- 
tion is the only treatment. When the twisted omen- 
tum shows a compromised circulation, it should not 
be reduced and returned to the abdomen, and it 
should be handled very gently to prevent dislodging 
emboli into the circulation. The prognosis is good. 
(Am. J. Surg., 86:707, 1953.) 


Squamous Cell Anal Carcinoma 


Squamous cell carcinoma arising in the anal canal 
carries a much poorer prognosis than gland cell car- 
cinoma arising only a few centimeters above this 
level, according to a recent article by Buxton. Al- 
though the incidence of this type of tumor is low, 
the results of treatment to date have been disap- 
pointing. This is true even when a combined ab- 
dominal-perineal removal of the lesion is_per- 
formed. 

Buxton reviewed the lymphatic drainage from 
the anal area, and on the basis of this study, he 
concluded that a radical resection of the rectum 
and anus for squamous cell carcinoma is inade- 
quate. He recommended that the following meas- 
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Diagrammatic illustration of characteristic left heart 
opacification pattern in three groups of patients. 
Note sharp difference in opacification of left atrium 
and left ventricle in patients with mitral stenosis. 


ures be carried out; (1) radical resection of ‘he 
anus, rectum, and sigmoid colon, with periwal 
skin, levator ani muscles, and pelvic fascia; (2) 
wide resection of the posterior vaginal wall and 
commissure in female patients; (3) bilateral in- 
guinal node dissection, in the absence of clinical 
inguinal node involvement, ten to fourteen days 
after resection of the primary lesion; and (4) radi- 
cal resection of the inguinal and iliac nodes when 
clinical involvement of these nodes is apparent. 
Inguinal node dissection should not be performed 
unless the primary lesion is cured or controlled 
and distant metastases are not present. (Arch. 


Surg., 67: 321, 1953.) 


Carcinoma of the Thyroid 


Any nodule in the thyroid, regardless of size, dura- 
tion, or the age of the patient, should be excised, 
according to a recent review of this subject by 
Smith. Nontoxic nodules in the adult are malig- 
nant in about 10 to 17 per cent of cases, while in 
children they are malignant in about 30 per cent. 

The commonest type of cancer of the thyroid 
is the papillary adenocarcinoma, and this is the 
least malignant form. The most malignant are giant 
cell carcinomas. Other types, including follicular, 
alveolar, Hurthle cell, and unclassified varieties, 
fall somewhere between these two. Normal looking 
thyroid tissue, present in the lateral aspect of the 
neck, is probably malignant and must be treated 
accordingly. 

Treatment for carcinoma of the thyroid should 
be total removal of the lobe involved, subtotal re- 
moval of the opposite lobe, and radical neck dis- 
section of the involved side. The latter should in- 
clude removal of the sternocleidomastoid, omo- 
hyoid, sternothyroid, and sternohyoid muscles; 
the internal and external and anterior jugular 
veins; and all adjacent lymphatic tissue, in block 
dissection. The author stated that better results 
would be obtained in treating carcinoma of the 
thyroid if this plan were followed more frequently. 


(Am. J. Surg., 86: 732, 1953.) 


Angiocardiography in Mitral Stenosis 


As A collateral method in the diagnosis of mitral 
stenosis, Zinsser and Johnson found that angio- 
cardiography gives distinctive results. Patients with 
mitral stenosis showed a prolonged and dense opaci- 
fication of the left atrium. The left ventricle was never 
opacified to a degree equal to the left atrial density. 
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The authors suggested that the opaque material 
seemed to “hang up” for abnormally long periods 
within the left atrium. This concept is illustrated in 
the accompanying diagram adapted from the auth- 
ors’ original. (Ann. Int. Med., 39:1200, 1953.) 


Perianal Abscesses from Developmental Cysts 


DEVELOPMENTAL cysts in the perianal area are not 
common but they occur more frequently than is 
usually believed. In a study of forty cases, Hawkins 
and Jackmen pointed out that many patients who 
have symptoms suggesting an ordinary fistula-in- 
ano are not cured by the usual operations but con- 
tinue to drain. They frequently undergo a number 
of unsuccessful procedures until the true cause of 
their infection, namely a developmental cyst, is 
discovered and excised. Complete extirpation of 
the cyst is followed by complete healing. 

Cysts in the perianal area are of several varie- 
ties. Of the cases reported by the authors, nearly 
one-half were of the dermoid type. These con- 
tained debris of various kinds and were made up of 
single or multiple cavities. Microscopically, the 
walls were composed of tissue associated with the 
skin and appendages. Other varieties included epi- 
dermoid cysts, (which did not contain definite 
dermal structures and appendages), mucous cysts, 
and sebaceous cysts of the occlusion variety. The 
incidence of the lesions in females exceeded that in 
males by a ratio of 3:1. 

Various complaints were presented, including 
recurrent abscess and sinus formation, anosacro- 
coccygeal distress, changes in bowel habits, and 
the presence of a tumor. Although at times the 
correct diagnosis can be determined only under 
anesthesia, the authors stated that a presumptive 
diagnosis can be made on the basis of the following 
points: (1) a history of recurrent perianal abscesses ; 
(2) a history of previous surgical attempts to cure 
such abscesses; (3) the presence of a sinus with a 
funnel-like dimple located just posterior to the 
anal verge; (4) the presence of a precoccygeal or 
presacral mass; (5) extrusion of hair or cheese-like 
substance or both from the anus or perianal si- 
nuses. 

Effective treatment consists in total extirpation 
of the cyst. The authors recommended that any 
asymptomatic cysts in the perianal area, dis- 
covered on a routine examination of the rectum, be 
removed surgically, since the chance of their be- 


coming infected is great. (Am. J. Surg., 86: 678, 
1953.) 
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Arteriosclerotic Occlusion of Major Arteries 


IN CONNECTION with a discussion of diagnosis and 
treatment of arteriosclerotic occlusion of major ar- 
teries to the lower extremities, Wylie and McGuin- 
ness provided evidence to suggest that the level of 
arterial occlusion may sometimes be ascertained by 
close attention to the patient’s symptoms. Thus, 
correlation of symptoms and level of arterial obstruc- 
tion was as follows: 


Superficial femoral artery: Calf claudication, chronic coldness of 
foot. 

Severe fatigue of posterior thigh 
muscles on walking. 

Fatigue of gluteal and thigh muscles, 
plus pain in hip, on walking—symp- 
toms in lower leg only with prolonged 
exertion. 

Bilateral symptoms as for one com- 
mon iliac artery, plus sexual impo- 
tence. Gangrene or ulceration rare. 
Muscular atrophy less severe than in 
complete occlusion of aorta. 


Common femoral artery: 


One common iliac artery: 


Both common iliac arteries: 


Other signs that were helpful in localizing the 
site of arterial occlusion included reduced pulsa- 
tions and an audible systolic murmur just distal to 
the site of obstruction. The authors regularly em- 
ployed aortography (arteriography) for the purpose 
of verifying the site of an occlusion. In a number of 
their cases, there was evidence of well-localized ar- 
terial narrowing, and there were reasons to suppose 
that such segmental narrowing is a frequent prelude 
to complete obstruction by thrombosis. For this 
reason and because direct surgical treatment often 
was successful in restoring good circulation, they 
implied that surgical treatment should be used as 
early as possible. They warned: ‘Prolonged ex- 
pectant treatment in symptomatic arterial stenosis 
may decrease the possibility for successful restora- 
tion of the arterial lumen.” (Surg., Gynec. & Obst., 
97 :425, 1953.) 


Common Duct Stones 


Best and his co-workers have reported an interest- 
ing study of various solutions used for dissolving 
retained common duct stones. Since it is known 
that stones or debris are frequently present in the 
common duct after cholecystectomy, they recom- 
mended that a three-day regimen for flushing the 
common duct be employed after this operation. 
This includes the use of Decholin, belladonna, 
magnesium citrate, pure cream or olive oil, and 
glyceryl trinitrate. 

They recommended that a T-tube be placed in 


the common duct in all cases in which the duct 
has been explored. They felt that a choledocho- 
gram should be taken in each case before removal 
of the tube, to determine the possible presence of 
retained common duct stones. If such stones were 
present, they found that, in twelve of fourteen pa- 
tients so afflicted, the stones could be dissolved by 
instillation of a solution through the common duct 
T-tube. Having devised a wide angle T-tube, they 
found that the instillations of solutions through 
the narrow part of the tube could be directed 
toward the duodenum and away from the liver. 
They also suggested that all removed calculi should 
be saved by the pathology department until a 
cholangiogram has been performed. If retained 
common duct stones are found after operation, 
the stones originally removed can be used to find 
a suitable solvent. 

Although the authors felt that no single method 
or solution should be used to rid the common duct 
of retained stones, they concluded that chloroform 
and ether are effective solvents. Room temperature 
chloroform is somewhat superior, and heated 
chloroform: is far superior. If chloroform is used, 
it should be heated to 61° centigrade and then 
immediately instilled. If ether is used, the com- 
mon duct tube should be opened to release the 
pressure at intervals, since the pain of vaporization 
pressure may be intense. Alcohol seems ineffective. 
The method of instillation of chloroform and ether 
was described, and a combination of the two, using 
chloroform on two successive days and ether on 
the third, was recommended. (Arch. Surg., 67: 839, 
1953.) 


Pediatric Preoperative Medication 


CONSIDERABLE improvement has been attained dur- 
ing recent years in the preanesthetic preparation of 
children, but the ideal premedication is yet to be 
achieved, according to a recent report by Burstein. 
Such preoperative preparation should minimize 
psychic trauma, prevent mucous secretion during 
anesthesia, and limit reflex hypoactivity and res- 
piratory depression from oversedation. 

Much can be accomplished by having the anes- 
thetist become acquainted with the patient on the 
day before operation, explaining to him how he will 
be anesthetized and gaining the trust and confidence 
of the child. If time is available, this method may 
permit general anesthesia without any sedative 
premedication. Since it is rarely possible for an 
anesthesiologist to find an opportunity for such 
ideal treatment, however, the author has found that 


the rectal administration of thiopental sodium. in 
the patient’s room forty-five minutes before the 
administration of general anesthesia, will produce 
drowsiness in thirty minutes, but the child can be 
aroused easily and will obey simple commands 
without protestation. The dose is 1 Gm. of the 
drug to 75 lb. of body weight (proportionally less 
for smaller children) ; a 10 per cent solution. 

Since sympathetic reflex activity in children is 
intense, the author has also found that the pre- 
operative use of procaine amide is of value. Since 
atropine is known to produce a decrease in mucous 
secretions in less than half of the patients in whom 
it is employed, Banthine has been used with suc- 
cess for this purpose. A useful combination of these 
preanesthetic drugs includes a mixture of 50 mg. 
of Banthine with 10 cc. of a 10 per cent solution 
of procaine amide hydrochloride. Each cubic centi- 
meter of this preparation contains 5 mg. of Ban- 
thine and 100 mg. of procaine amide (the dose for a 
5-year-old child). The drug combination is ad- 
ministered intramuscularly about thirty minutes 
before induction, fifteen minutes after the rectal 
instillation of thiopental sodium. 

Results have been excellent. There was no ap- 
preciable mucous secretion in 95 per cent of cases, 
as compared with less than 50 per cent of patients 
given atropine. There was no remarkable difference 
in the average pulse rate during anesthesia of 
children premedicated with atropine or Banthine, 
although an average pulse rate of less than 110 per 
minute was seen more commonly when Banthine 
was used. There was no appreciable flushing of the 
skin in 90 per cent of cases. The results have been 
sufficiently good that the author now uses Ban- 
thine as the preferred drying agent in pediatric 
preanesthetic medication. (Anesthesiology, 14: 567, 
1953.) 


lodism in Bronchography 


Fottowinc the instillation of iodized oil into the 
tracheobronchial tree, iodism may occur. This is 
manifested by urticaria, swelling of the salivary 
glands, and asthma. Such reactions begin shortly 
after the instillation of the oil, and they do not 
subside for twenty-four to forty-eight hours. 

Park and his associates observed a patient in 
whom iodism developed following a bronchogram. 
In this patient a repeat bronchogram was per- 
formed, and iodism was prevented by the use of 
a small intramuscular dose of ACTH prior to the 
intrabronchial instillation of iodized oil. (Dis. of 
Chest, 24: 219, 1953.) 
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Information Please 


Recurrent Pulmonary Embolism 


Q. A 42-year-old electrician was ill last summer for five weeks 
with clear-cut pulmonary infarction (multiple). There were no signs 
of venous disease. He was treated for four weeks with Dicumarol 
and then remained well for six months. At this time chest pain 
and hemoptysis announced the onset of another episode of pul- 
monary infarction, verified by chest films. Again there are no signs 
of venous disease except that the right leg is now slightly larger 
in circumference than the left. The heart is normal, and the patient 
seems otherwise normal. Please advise regarding long-term 
management of this case. 


A. Presumably pulmonary emboli had their origin 
from the veins of the lower extremities. This might 
have been inferred last summer on the basis of the 
fact that 90 to 95 per cent of emboli originate in 
this site. It is supported by the finding that one 
leg is larger than the other, although this point 
might have been stated more completely. It is not 
entirely clear from the record that the leg measure- 
ments were compared with equal care on both 
occasions that the patient was sick. Also the amount 
of disparity is important. One finds differences in 
circumference up to 1.5 cm. in normal persons. 

There are two parts to a plan for long-term 
management in this kind of case. First, consideration 
should be given to the possibility that the patient 
has an underlying disease that predisposes to 
thromboembolism. Some types of predisposing 
causes seem excluded by the description of the 
patient as “otherwise normal.” A “silent” malignant 
neoplasm seems unlikely. In a robust man, one diag- 
nosis that might temporarily escape consideration 
is polycythemia vera. If a remediable predisposing 
condition is discovered, of course it should be 
treated. 

Part two is concerned with use of measures to 
prevent additional episodes of thromboembolism. 
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Since the patient has had two episodes, six months 
apart, it is safest for him to assume that there will 
be more trouble unless something is done. It would 
seem, therefore, that he is a candidate for either 
long-term (lifetime?) anticoagulant therapy or liga- 
tion of the veins draining the lower extremities. 

Under the circumstances, anticoagulant therapy 
would seem preferable, the prothrombin time being 
maintained at about two times the normal value. 
If venous ligation were chosen, the site of ligation 
would have to be high. Interrupting the superficial 
femoral veins would hardly seem to afford adequate 
protection in this instance, and the inferior vena 
cava would be the site of choice. 


Pyelonephritis and Nephroptosis 


Q. A thin, 45-year-old, 87-pound, 5’2” has recurrent 
attacks of urinary frequency, burning, fever, C.V.A. ache, and 
tenderness. In 1945, she had a right nephropexy and appendec- 
tomy. An incidental finding in the pelvis now is a left adnexal mass, 
very firm, 2Y%2” by 2%”. The physical examination otherwise is 
within normal limits. Urinalysis at the time of the attacks shows 
20 mg. per cent albuminuria (Kingsbury-Clark) with 200 to 300 
WBC, numerous large clumps. Gram-negative rods are seen on 
gram stain. A culture was not done since response was very prompt 
to a week's course of Thiosulfil. An |.V. pyelogram reveals a left 
bifid pelvis with good filling and normal architecture. The right 
kidney is again markedly ptosed with dilatation of the pelvis and 
abnormal configuration of the calyces. However, on the hour film, 
it appears empty. What can be done to establish the right kidney 
in a more physiologically anatomical position? Since the first neph- 
ropexy failed, she is reluctant to undergo this operation again. | 
feel that the left adnexal mass should be excised in view of the 
size and firmness. 


A. In GP for November, 1953, Dr. Donald R. 
Smith wrote at some length on nephroptosis in 
women. Perhaps parts of that article are of interest 
in the case you cite. However, the outstanding 
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problem in your patient is recurrent urinary tract 
infection. This is an indication for major urologic 
study—with a special view to learning whether or 
not the patient’s right kidney alone is infected, and 
about the status of function in each kidney. In addi- 
tion, your question implies that chemotherapeutic 
agents have not been used adequately. The princi- 
ples involved in this aspect of the problem were re- 
viewed in an article by Dr. Harold Jeghers in GP 
for September, 1952. He stated that, rather arbi- 
trarily, recurrent or chronic pyelonephritis should 
be treated for a minimum of three weeks with full 
doses of an effective chemotherapeutic agent. After- 
ward, urine examination and cultures should be 
done, in order to decide whether or not treatment 
has been effective. 

As a guess, your patient probably will not benefit 
from efforts to correct the nephroptosis. Nephrec- 
tomy may be necessary in order to control the 
pyelonephritis, but this operation is hardly in the 
category of corrective measures for nephroptosis. 
The left adnexal mass should be dealt with on its 


own merits. 


Rh Antibodies in Breast Milk 


Q. Is it inadvisable for an Rh-negative mother (gravida 3) to nurse 
her baby? If serial Rh antibody titers are negative during preg- 
nancy, would that influence the answer? 


A. The balance of evidence strongly suggests that, 
in infants with hemolytic disease, breast feeding is 
unlikely to add to the damage. Antibodies may occur 
in the breast milk but are poorly absorbed. If serial 
Rh titers are negative during pregnancy, the baby 
will probably not have erythroblastosis and the 
mother not have antibodies in her milk. 


Office Tests for Pregnancy 


Q. Is there available a nonbiological method of laboratory diag- 
nosis of pregnancy that can be used in the average general prac- 
titioner’s office, not involving the use of neostigmine or injection 
of hormones? 


A. No one of the nonbiological tests for preg- 
nancy is sufficiently accurate to be of real value. 
The colostrum skin test has been highly inaccurate 
in our hands; the Richardson saliva test has been 
completely inaccurate; and the various proposed 
tests for histidinuria give an over-all accuracy of 
86 per cent positive in pregnancy and 88 per cent 
negative in nonpregnant women. The laboratory 
tests for pregnancy should exceed 95 per cent 
accuracy in order to be adopted in practice. 


Abscess from Penicillin Injection 


Q. What is the recommended treatment for an abscess at the site 
of a penicillin infection in the hip? Is complete excision of overlying 
skin with surrounding fat ever indicated? Is simple aspiration of 
value? 


This abscess should be treated as any other 
abscess. If there is evidence of free pus, it should 
be incised and drained. Simple aspiration probably 
would not take care of it.-In all probability there 
is an associated fat necrosis present. If there is 
no evidence of free pus, the induration will take a 
long time to disappear under conservative therapy. 
One could then do a complete local excision of the 
skin and indurated fat, with a primary closure and 
with the expectation of getting primary healing. 


Urticaria After Childbirth 


Q. A 26-year-old mother gave birth to her sixth child on December 
31, 1953. On December 16,1 was called to her house because she 
had pains and the waters bag ruptured. Manual vaginal examina- 
tion disclosed no signs of an early delivery. | gave her a penicillin 
injection. The following day she was doing housework and felt fine. 
| advised her to call me if pains returned or any abnormal symptoms 
developed. 

On December 31, | delivered her without any trouble. The 
amount of blood lost was negligible. In cases like this | give the 
patient a 0.2 cc. injection of Pituitrin, and after the placenta is 
delivered, | inject the other 0.8 cc. of Pituitrin and 1 cc. of Ergotrate. 
About fifteen minutes after | gave her the Pituitrin, she started 
scratching the back of her neck. A few minutes later a rash de- 
veloped all over her body. After the placenta was delivered, | 
gave her the Ergotrate and a Perazil tablet. 

In my forty years of delivering babies, it is the first time | found 
urticaria during the delivery. Did the Pituitrin cause the urticaria 
or could it be attributed to some food she took beforehand? 


A. Pituitrin is a biologic extract of the posterior 
pituitary. An allergic reaction to the drug such as 
you describe can occur. Even acute laryngeal edema 
with cyanosis has followed the injection of Pituitrin. 

Pitocin is a more refined oxytocic than Pituitrin. 
Pitocin contains very little of the undesirable 
vasopressor and antidiuretic properties of the 
whole extract, Pituitrin. Costs are the same. Pitocin 
is preferred for obstetric practice. 

It is reasonable also to propose that the patient’s 
reaction may have been due to the penicillin she 
received on December 16. Certainly reactions of 
this kind more often follow penicillin than Pituitrin. 
This is an important consideration because there 
may be some hazard in giving penicillin to this 
patient in the future. At least she should be told 
that she should warn any doctor who may later 
want to prescribe penicillin. 
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Business and Econo lis ~ 


Figures Show Americans Health Conscious 


In THE year between July, 1952, and June, 1953, 
the American public spent $10,200,000,000 for 
medical and dental services and goods. That figure 
doesn’t include $1,800,000,000 spent for medical 
and dental services by such local, state and federal 
government agencies as welfare departments, work- 
men’s compensation, the Veterans Administration, 
and private charity. Of the $10,200,000,000 spent 
by the Joneses and their neighbors, $1,500,000,000 
was covered by insurance benefits; but the rest of 
it put eight million families, 16 per cent of our 
population, into debt to the tune of $1,100,000,000. 
It averages out to a family debt of $121, although 
about one million families had a medical indebted- 
ness of $195 or more. 

These, and other interesting figures, result of the 
first nation-wide consumer survey of medical costs 
made in twenty years, have been revealed by the 
Health Information Foundation of New York, 
which sponsored the survey conducted by the Na- 
tional Opinion Research Center of the University 
of Chicago. The Health Information Foundation is 
a non-profit research organization supported by 165 
drug, pharmaceutical, chemical and allied com- 
panies whose purpose is “to present the facts to the 
American people, without recommendation, to act 
on as they see fit.” Former President Herbert 
Hoover is chairman of its citizens advisory com- 


mittee. Survey findings underscore President 
Eisenhower’s January message to Congress on 
health legislation. 

The survey’s field work was conducted during 
July, 1953, and covered the preceding twelve 
months. Interviews were held with 2,809 families 
in their homes. The families represented 8,846 in- 
dividuals and are said to represent also a national 
sample of the country’s population subdivided by 
age, sex, income, size of family, occupation and 
region. 

Method used to obtain the findings is described 
as identical with that of the United States Census 
Bureau in its current population estimates. ‘‘Esti- 
mates derived from it are therefore reliable within 
calculable and generally small margins for error,” 
a Foundation spokesman says. 

According to the survey, 89,500,000 people, 57 
per cent of the population, now have some type of 
voluntary health insurance. This represents a 
growth of 83,900,000 in the past fifteen years, only 
5,600,000 being so protected in 1939. Fifteen per 
cent of the total cost of illness in the year ending 
last June was covered by such insurance. 

Fifty-seven per cent of the American people now 
have some form of hospital insurance, and 48 per 
cent carry some type of surgical or medical in- 
surance. Expansion of all this health coverage since 


Charts developed by the Health Information Foundation of New York City pinpoint results 
of first national consumer survey of medical costs made in this country in twenty years. 
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1940 is called phenomenal. In 1940 about 9 per 
cent of the population was enrolled in hospital in- 
surance as against 57 per cent today; and 4 per cent 
was covered by surgical insurance as compared with 
48 per cent now. 

Hospital coverage is divided almost equally be- 
tween Blue Cross and private insurance companies, 
but in the field of surgical or medical insurance, 
enrollment with private companies exceeds that 
with Blue Cross or Blue Shield. Only 4 per cent of 
persons with surgical or medical insurance are 
covered by “substantially complete physicians’ 
services.” 

The survey reveals a direct ratio between family 
income and health insurance. Families with an 
annual income of $5000 or more were 80 per cent 
covered with some sort of protection; only 41 per 
cent of families whose annual income was $3000 or 
below had any coverage; in the $3000 to $5000 
bracket, 71 per cent of families had some coverage. 

Persons employed in mining and manufacturing 
have the highest enrollment—80 to 90 per cent. 
Lowest—with only 30 to 39 per cent enrolled—are 
those in agriculture, forestry and fisheries. Eighty 
per cent with some coverage obtained it through 
their place of work or some other group. 


Self-Employed an Insurance Problem 
The self-employed and persons employed in very 


small groups are “a particular problem facing 
health insurance plans today,” the report states. 
Some means must be devised by voluntary health 
insurance plans whereby such persons “can be 
grouped in order to be enrolled with as low an 
acquisition cost, as few limitations in benefits, and 
the same premiums as those now experienced by 
large employed groups.” 


Survey charts present a comprehensive national picture of medical costs and throw new light on many 
aspects of health insurance protection about which only fragmentary facts have been available. 


Of the total $10,200,000,000 figure. physicians’ 
charges accounted for 37.2 per cent, hospitals for 
19.8 per cent, prescriptions and medicines, 14.7 
per cent, other medical goods and services, 12.7 
per cent, and dentists 15.6 per cent. 

Thirteen per cent of total physician costs, or 
$500,000,000 was covered by insurance benefits. 
Thirty-eight per cent of surgical fees to physicians 
was paid from insurance funds, but only 10 per 
cent of the population derived insurance benefits 
for medical expenses other than surgery. Fifty per 
cent of total gross costs incurred by all people for 
hospital expense, or $1,000,000,000 was covered by 
insurance, despite the fact that only 57 per cent of 
the population carries such insurance. 

Averaged out over all fifty million families in the 
United States. each family unit spent $205 for 
medical and dental services during the year cov- 
ered. Three and a half million families, or 7 per 
cent, had medical charges in excess of $495. 

Emphasis in the President’s message to Congress 
regarding hardships suffered by families with heavy 
medical expense is substantiated in the survey’s 
findings by the following figures: six million families 
last year had medical expenses totaling 10 to 19 
per cent of their income. Two and one-half million 
families had medical expenses totaling 20 to 49 per 
cent of their income. One million families had medi- 
cal expenses totaling 50 to 100 per cent, or more, of 
their income. For approximately 500,000 families 
such expenses actually did exceed their total in- 
come for the year. 


Insured People Use Hospitals More 


That people with insurance utilize hospital 
services more than do those without insurance was 
underscored by the fact that admission rate for 
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These charts, also from the Health Information Foundation, show percentage of families with 
health insurance by type of locality; charges to families; and hospital and surgical bills. 


hospital care for people with insurance was 13 per 
100, for those without insurance, 10 per 100. Not 
until the income level of families reaches $7500 or 
more is the hospital rate equal for those with some 
insurance and those without insurance. ‘Families 
with insurance incurred higher charges for personal 
health services than those without insurance, a 
median of $145 compared with $63,” the report 
notes. “This is in part due to greater utilization of 
medical facilities by those with insurance and 
possibly also utilization of a more expensive type of 
service, for example, a private room in a hospital 
instead of a semi-private or ward. Obviously, the 
higher costs incurred by the insured group have 
greater implications for the national costs of per- 
sonal health services, if voluntary health insurance 
continues to expand.” 

Fifty-nine per cent of the families that had hos- 
pital costs and who also carried hospital insurance 
had 80 per cent or more of their costs covered. But, 
conversely, 18 per cent of the families had 60 per 
cent or less of their hospital costs covered by in- 
surance. 

Seven surgical procedures were undergone per 
100 persons among families with insurance, to 4 per 
100 in families without insurance. General hospital 
admission rate for all families was 12 to 100 persons 
a year. 

Of the $1,100,000,000 owed last July in medical 
expense by eight million families, $200,000,000 was 
owed to financial institutions and individuals, from 
whom it had been borrowed to meet medical bills, 
while $900,000,000 was owed directly to hospitals, 
doctors, dentists, and for other medical services. 

“If there is any consensus as to how great a pro- 
portion of the surgeons’ charges should be covered 
by insurance,” states the report, “‘it is accurate to 
say that families living below certain incomes should 
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have all or nearly all the costs of surgery covered.” 

In noting that insurance is followed by increased 
use of hospital and medical facilities, the report 
states that “this is the chief reason why there is still 
debate as to whether personal health services are 
insurable or not. 

“Fire insurance does not necessarily increase 
fires nor does life insurance increase the death rate, 
but health insurance does increase the utilization 
rate of personal health services,” the report ob- 
serves. 

The comparative degree to which urban and 
rural populations with insurance utilize hospital 
services is revealed in these figures: urban popula- 
tions with insurance show a hospital admission rate 
of 12 per 100 people; rural non-farm populations 
show a rate of 14 per 100. Rural farm areas show a 
rate of 17 per 100. 

Kenneth Williamson, Executive Vice-President 
of the Health Information Foundation, says, in 
commenting on significance of the survey figures re- 
leased: ‘“The study underlines the President’s state- 
ment that private and non-profit health insurance 
organizations should be encouraged to offer broader 
health protection to more families. The problem is 
to find a mechanism through which health needs 
can be met.” 

Voluntary health insurance, as shown in this 
study, has demonstrated without question its possi- 
bilities to go still further as a means for financing 
the health needs of the American people.” 


Administration Seeks To Improve Health 


President Eisenhower recommended to Congress 
a program “‘to improve the health of the American 
people,” faced with huge and constantly rising 
health costs. Such a program foresees both a broad- 


ening of voluntary health insurance plans to meet 
current needs, as well as new and dramatic plans for 
human rehabilitation through a national network of 
rehabilitation centers and nursing homes. In out- 
lining plans to Congress, Secretary Oveta Culp 
Hobby of the Department of Health, Education and 
Welfare, declared that “tthe aim is to lift the 
strangling tentacles of chronic illness and perma- 
nent disability from as many persons as possible.” 
Disability, she explained, not only takes the pay- 
check of the disabled, but drains the earning power 
of those who care for him. Restoring him to earning 


power not only takes him off relief but adds t:: the 
nation’s tax funds. Aim is to increase from 6().)00 
to 200,000 the number of persons annually resioved 
to health, retrained, and put back to work. Federal 
funds, which have been running about $20,000,000 
annually, would be increased to about $60,000,000 
annually by 1960. 

This would be one of the projects referred to by 
the President in his January message, when he de- 
clared that support of such plans “‘gives promise of 
new and better ways of serving the human needs of 


our citizens.” 


What Others Are Saying. . . 


Family Physician 


NoruinG of greater significance has been published 
in the Bulletin in recent years than the article by 
Dr. Sianley R. Truman in this issue. We are in- 
debted to him and to the publisher of GP for per- 
mission to reproduce it. (“Why Some Doctors 
Should Be in Jail,” GP, December, 1953, page 32.) 

Dr. Truman is a past president of the American 
Academy of General Practice; and he lends dignity 
and integrity to the leadership of that organization. 

We do not like the term “general practitioner” 
because it connotes a jack of all trades and a master 
of none. This is a false implication. The mastery of 
this art requires attainments equal to, if not greater 
than, those of the specialist. 

We prefer “family physician.” There is no nobler 
title than physician, and no relationship more inti- 
mate and more responsible than that of the family. 
It is intimate because he often shares in the most 
carefully kept secrets. It is responsible because into 
his trust is placed the most valuable of all possessions 
—health and even life itself. 

When the family physician meets his responsibil- 
ities, we can toss the code of ethics out of the win- 
dow. This is not to place upon him all of the blame 
for unethical practices, but merely to say that he 
holds the key to the solution of this serious problem. 


He knows the specialists to whom he would go for 
personal care, and to whom he would take those 
nearest and dearest to him. He would tolerate no 
other consideration in such cases than the best inter- 
ests of the patient. 

When he applies the same criteria to the selection 
of specialists for his patients, he has met fully his 
responsibility as a family physician. 

Our concern is with the unethical surgeon and 
surgical specialist. Their departures from the moral 
code cannot be extenuated by economic pressures 
exerted by family physicians. Because of their longer 
training and wider experience in their limited fields, 
they must be presumed to know better when not to 
operate. When they yield to any other consideration 
than what is best for the patient, they are even more 
culpable than the family physician; “for unto whom- 
soever much is given, of him shall much be required.” 

For such physicians as Dr. Truman, the code of 
ethics is not to be found in the printed word. It is 
deeply engraved in their consciences, and it cannot 
be altered by resolutions introduced into the House 
of Delegates of the A. M. A.—Paut R. Hawtey, 
M.D., in Bulletin of the American College of Surgeons, 
March-April, Volume 39, Number 2. Reprinted by 


permission. 
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A New Facility To Aid the General Practitioner 


THE CLINICAL CENTER OF THE PUBLIC HEALTH SERVICE 


BY LEONARD A. SCHEELE, M. D. 


Surgeon General, Public Health Service 
U.S. Dept. of Health, Education and Welfare 


On Juty 2, 1953, the Public Health Service opened 
its new Clinical Center on the grounds of the Nation- 
al Institutes of Health near Bethesda, Maryland. The 
mission of this new facility for medical research is to 
produce findings that ultimately will give the general 
practitioner and the public health officer more effec- 
tive tools for dealing with chronic degenerative 
diseases, mental and emotional disorders, and little- 
understood infectious diseases. 

The construction of the center and the activation 
of its research programs are logical developments in 
a traditional role of the Public Health Service— 
namely, the conduct of research on the major causes 
of death and disability among the American people. 
The center itself also represents a nation-wide re- 
orientation of medical research now in progress, for 
it is designed to provide a setting in which scien- 
tists of many disciplines can pool their specialized 
knowledges and skills in the integrated study of 
laboratory and clinical problems. 

The two main areas of medical research up until 
the past two decades were infectious diseases and 
surgery. The fruits of those earlier scientific efforts 
have been a truly inspiring victory over the major 


infections and the extension of surgical treatment 
beyond the highest hopes of nineteenth century pio- 
neers in surgery. To these signal contributions of 
medical research must be added improvements in 
human nutrition and advances in the means for com- 
pensating poor eyesight, loss of hearing, and other 
functional impairments. 

One result of progress in these fields is that the 
general practitioners today have at their command 
the means to combat successfully a vast range of 
diseases and physical defects which, a century ago, 
were inaccessible to medical, surgical, or other con- 
trol. A second—and negative—tesult is that today 
an even wider range of pathologic conditions over 
which we can exercise little or no control, affect lar- 
ger numbers of people than do the conditions for 
which we have the means of easy control. 

The family physician of today, for example, will 
see a great many patients each year with cardiovas- 
cular diseases, cancer, arthritis, and other chronic 
diseases. A significant proportion of his patients will 
present mental disorders. He knows that the means 
at his disposal for the management of these cases 
are, at best, weakly effective. In many cases, current 


The United States Public Health Service Clinical Center in background; in foreground, laboratories hous- 
ing basic studies in cancer, cardiovascular disorders, mental illness, diseases of the oral cavity, 
infectious and parasitic diseases, arthritis and metabolic diseases, neurologic diseases, and blindness. 
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Dr. Scheele. 


North view of the Clinical Center. Clinical laboratories are on this wall, with patients 
directly opposite (on the south wall), and basic science laboratories in the six wings. 


diagnostic and therapeutic methods cannot be ap- 
plied without the use of highly specialized skills.and 
equipment. On the other hand, the family physician 
may go through his entire practice without seeing a 
single case of malaria or typhoid fever—both of 
which can be prevented by prophylactic treatment 


or environmental controls. By appropriate immuni- 
zation, he protects his child patients from diph- 
theria, whooping cough, and tetanus. None of the 
infants he delivers will be blinded by neonatal infec- 
tion; but for the premature baby blinded by retro- 
lental fibroplasia, he can do nothing. 

The family physician’s colleague, the public 
health officer, likewise will watch the death rates 
from heart disease, cancer, cerebral hemorrhage and 
other vascular accidents, rise year by year in his 
community, while there will not be a single case of 
malaria or typhoid fever. Moreover, he will be dis- 
turbed by the increasing numbers of people from his 
community who are being committed to public men- 
tal institutions. His co-workers in the public wel- 
fare department, the public schools, and the county 
court will be seeking his advice on how to handle 
the community’s growing burden of accidental deaths 
and injuries, of juvenile delinquency, alcoholism, 
and dependency due to long-term illness. 

This is the dilemma which faces the general prac- 
titioner and the local health officer in their daily 
tasks: They have the means to deal with conditions 
that are progressively decreasing; but for many of 


the conditions that are progressively increasing, the 
means at their disposal leave much to be desired. 

The aim of medical research today is to give the 
physician answers to these problems. The chronic 
diseases, the congenital defects, and traumatic im- 
pairments with which medicine must deal call for 
major advances in clinical research, integrated with 
major advances in basic research. The task is far 
more formidable than that presented by the infec- 
tious diseases fifty years ago. Once the basic prin- 
ciples of bacteriology and immunology had been es- 
tablished, once effective research techniques had 
been developed, it was relatively easy to achieve 
rapid progress with little or no clinical research. 

In chronic diseases and mental! illness, however, 
the research problems are different. Sir MacFarlane 
Burnet, Director of Australia’s Hall Institute of 
Medical Research, summarizes the research problems 
in these fields in a recent paper. He states: “They 
are complex and difficult to understand; they can be 
reproduced in animals only in rather crudely and 
distantly analogous forms—and at the present time 
there is virtually nothing we can do to prevent their 
occurrence. There is no short cut to their under- 
standing via the laboratory bench; they can be 
tackled only by the direct study of human material. 
These are the problems that medical research must 
face in the future—and we may have to make con- 
siderable reorientation in our idea of medical re- 
search to do so.” 


GP « Volume IX, Number 4 


a 
- 
i 
94 
ae 


The new Clinical Center in Bethesda gives the 
Public Health Service the opportunity to make such 
a reorientation of its scientific effort in the chronic 
diseases, mental disorders, viral diseases, and con- 
genital impairments. In this facility, the service can 
integrate basic research which is probing deeper and 
deeper into the living cell, with clinical studies of 
cancer. All the resources of biochemistry, biophys- 
ics, physiology, and related disciplines can be 
brought to bear simultaneously upon the clinical 
problems of cardiovascular, metabolic, and neuro- 
logic diseases. A co-ordinated approach to prob- 
lems of mental diseases can be pursued. Understand- 
ing of viral diseases can be extended, as well as un- 
derstanding of allergic responses to microérganisms, 
as manifested in such widely-occurring conditions 
as rheumatic fever. 


The Growth of Medical Research 


No responsible investigators believe that medical 
research can produce complete answers to any or all 
aspects of the chronic diseases within a few years’ 
time. However, the expansion of medical research 
in these fields since World War II has produced 
within a decade results so encouraging as to ensure 
major progress in some important sectors within 
the next ten to twenty-five years. For example, the 
possibilities of improved diagnostic aids and chemo- 
therapy for some types of cancer are great. Many 
authorities are confident that within a quarter of a 
century medicine will have the means to master 
much, if not all, of the untimely deaths and dis- 
ability due to the major types of heart disease. Stud- 
ies recently completed by the National Heart Insti- 
tute of the Public Health Service point to the pos- 
sible development of a chemical means which may 
become as effective and as simple to apply in pre- 
venting certain types of hypertension as is the use 
of vitamins in preventing many deficiency diseases. 

The growth of medical research in the United 
States since World War II will stand in history as 
one of the most significant phenomena of the period. 
The total annual expenditure for medical research 
increased tenfold between 1941 and 1951. Although 
all sources of support shared in the expansion, the 
contributions of the voluntary agencies, foundations, 
and other private donors and augmented Federal 
support account for the major share of this un- 
precedented increase. The public has provided the 
essential leadership for the growth of medical re- 
search through the voluntary agencies and the 
United States Congress. 
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Typical floor plan in the U.S. Public Health Service Clinical 
Center, showing how patients have a maximum of iso- 
lation from research activities, yet are immediately 
adjacent to both clinical and laboratory investigators. 


Research in the Public Health Service 


The medical research establishments of the Fed- 
eral government are important components of the 
nation’s total scientific effort. Parallel with the ex- 
pansion of medical research in the medical schools 
and universities and industrial laboratories, the gov- 
ernment has strengthened the programs of many of 
its own laboratories. The Public Health Service has 
shared in this general expansion, primarily through 
the development of its principal research facility, 
the National Institutes of Health. 

At the present time, there are seven institutes or- 
ganized as component parts of the National Insti- 
tutes of Health. Six of the institutes were established 
by Congress to deal with cancer, mental diseases, 
cardiovascular diseases, dental research, arthritis 
and metabolic diseases, and neurologic diseases and 
blindness. The seventh has been established to con- 
tinue earlier research programs, reoriented to basic 
studies in microbiology and clinical studies of viral 
diseases and other important infections. 

Each institute is responsible for the development 
and conduct of significant investigations in its par- 
ticular field. Each institute also administers an ex- 
tensive program of financial grants to medical 
schools, universities, hospitals, and other research 
organizations outside the Federal government. 

The research grants program of the Public Health 
Service was created and is administered as a means 
to supplement—not to supplant—the financial sup- 
port of medical research provided by industry, the 
private agencies and donors, and other non-Federal 
sources. The service is aided in the administration 
of research grants by a group of advisory councils 
and committees whose memberships comprise more 
than 300 of the nation’s leaders in medicine, den- 
tistry, science, education, and public affairs. 


fi 


Investigator of the National Institute of Neurological Dis- 
eases and Blindness conducting electrophysiologic studies on 
a patient with myasthenia gravis, in an effort to determine 
whether the pathologic condition is in the nerve or muscle. 


The Need for a Clinical Center 
Long before the Public Health Service began to 


administer a research grants program, its scientific 
effort had acquired world-wide prestige through the 
contributions of its investigators in the fields of 
chemistry, toxicology, bacteriology, virology, pari- 
sitology, immunology, and related disciplines. Al- 
though Public Health Service scientists were often 
enabled to participate in clinical investigations in 
the service’s hospitals or through co-operative ar- 
rangements with other Federal agencies and non- 
Federal research centers, the lack of a clinical re- 
search facility was felt as a distinct handicap. 

The need for a clinical research facility became 
acute after the establishment of the National Cancer 
Institute in 1937, for the very nature of the disease 
made it clear that significant advances could be 
made only on the basis of integrated clinical and 
laboratory studies. A decade of world crisis and war 
passed before serious consideration could be given 
to filling this need. By that time, a National Insti- 
tute of Mental Health had been established by Con- 
gress. In the proposals for that institute and in the 
hearings before Congressional committees, many 
leaders in the fields of psychiatry, medicine, and 
public affairs urged that clinical research facilities 
be made available for the new institute as soon as 
possible. 

In 1947, a small group of Public Health Service 


administrators and scientists began the inteisive 
discussions and planning from which emerged the 
concept of the Clinical Center. As additional ii sti- 
tutes were added, the original concept was expaid- 
ed to provide for them. In 1948, Congress author- 
ized construction of the center. It took four years 
of gigantic labor—beginning in 1949—to transform 
the thinking into the great institution which is in 
operation today. 

The men and women who have participated in 
the planning of the Clinical Center and those who 
are now operating it and its research programs have 
been inspired by a common goal. They want the 
work done in the center to be a matter of national 
interest, national pride, and national participation. 
They intend to make it so. Toward that end, med- 
ical investigators from many parts of the country, 
and from overseas, will come to the Clinical Center 
for short or long periods—to observe. to engage in 
research, or to broaden their perspective and that 
of the Public Health Service staff. 

The private practitioners of the country, how- 
ever, constitute the most numerous group of co- 
operating investigators. For it is the individual phy- 
sician who supplies, through referral and follow-up 
of patients, the clinical material for the center’s 
research programs. 


Physical Structure of the Center 


There are two aspects of the Clinical Center as a 
structure which deserve special mention. The first 
is its research function and the second, its function 
as a hospital. The Public Health Service, its ad- 
visory groups, and the Congress have agreed on the 
wisdom and value of incorporating in this facility 
the most advanced thought and_ technologic 


‘achievement in the fields of research and hospital 


administration. Thus, the professional visitor to 
the center—be he physician, investigator, or hos- 
pital administrator—will observe many devices that 
will not be in common use for years to come. He 
will, indeed, -see a laboratory and hospital of the 
future. 

The building is constructed in the approximate 
shape of a Lorraine cross—with a long main stem 
and two shorter intersecting stems thus supplying 
six wings. The six wings house the laboratories 
where basic studies relevant to the clinical investiga- 
tions are conducted. The central portion of the 
main stem houses both the hospital proper and 
the clinical laboratories. Facilities for the care of 
up to 500 patients are available, together with ade- 
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quate laboratory facilities for extensive research 
programs. 

The space in all three areas—hasic laboratories, 
clinical laboratories, and patient care—is divided 
among the seven institutes according to their 
program needs. Although the total bed capacity of 
the Clinical Center is imposing, the diversity of the 
problems to be studied will permit no single insti- 
tute or project a large number of beds. 

The Clinical Center is concerned primarily with 
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the study of chronic diseases, not only in the ad- 
vanced stages but in all stages. It follows that many 
of the study patients will remain in the center for 
long periods; that they will be ambulatory for a 
considerable portion of their stay; and that they 
will need facilities in the center to compensate for 
their absence from normal family and community 
life. Hence, the center contains facilities for 
religious services, recreation, physical exercise, and 
personal services such as a “beauty parlor” and 
barber shop. 

The patients’ quarters are divided into “nursing 
units” of twenty-six beds with two units on each 
floor. The typical “‘ward,” or patient’s room, con- 
tains two beds. A branch kitchen on each floor as- 
sures that food prepared in the central kitchens will 
be served hot or cold as the case may be. Special 
diets are also prepared in the branch kitchens. 

Every possible measure, of course, is being adopt- 
ed to assure the best medical care of study patients. 
A highly qualified staff has been assembled for the 
care of patients. It includes the full range of 
medical and supporting personnel, as well as con- 
sultants in the various specialties from Washington, 
D. C. and the surrounding area. Certain depart- 
ments—such as the physical therapy and occupa- 
tional therapy units—not only provide these ad- 
junctive therapies, but also participate in research 
activities. 

Role of the Patient 


The role of the study patient at the Clinical Cen- 
ter is a particularly interesting subject. The patient 
—and his physician, too—become members of the 
research team conducting a specific study. A study 
at the Clinical Center, as in other institutions, be- 
gins with a research design planned by the investi- 
gator. If the Medical Board determines that the 
plan meets established criteria for the protection of 
the patient’s welfare, the required number of study 
patients are admitted and the period of observation 
begins. 

To be admitted to the Clinical Center, a patient 
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Typical patient's room in the U.S. Public Health Serv- 
ice Clinical Center. Special provisions have been made 
for the comfort and morale of the long-term patient, 
since the emphasis is on research in chronic iliness. 


must meet three criteria: (1) he must be referred 
by his physician, dentist, hospital, clinic, or other 
medical institution; (2) his type of disease must be 
under investigation at the center and his diagnosis 
must meet the specific requirements of a planned 
study; (3) he (or his parents or guardians) must 
understand his role in a research study and must 
be willing to co-operate with the research team. 

At the present time, the majority of study pa- 
tients are being drawn from the Eastern seaboard. 
This policy not only reduces the travel costs to 
patients, but also simplifies the essential follow-up 
studies. Later, more patients may be taken from 
greater distances. The patient, of course, is free to 
leave the center at any time during the study of his 
case. However, every effort is made to select pa- 
tients who will remain for sufficient periods to make 
a real contribution to the investigation. When the 
patient is discharged, he is returned to the care of 
his personal physician. 


The Referring Physician 


The referring physician, indeed, is the vital link 
between the clinical research program and the pa- 
tient. His continuing relationship with the patient 
is fostered by the Clinical Center. He receives 
periodic reports on the findings of the research 
staff and on the patient’s condition. He is invited to 
visit the center and discuss the study or the pa- 
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tient. When the patient is discharged, the physician 
may request and receive a report of the patient’s 
continuing treatment. When extended periods of 
follow-up are required, the co-operation of the re- 
ferring physician is of paramount importance. 

The clinical research program of the Public 
Health Service, in short, depends upen the interest 
of practicing physicians and their willingness to 
participate through the referral and follow-up of 
patients who meet the established criteria. Ex- 
perience since the first patients were admitted in 
July, 1953, indicates that there is a high degree of 
mutual trust and co-operation between the staff 
of the National Institutes of Health and their col- 
leagues in private practice. Both patients and re- 
ferring physicians have expressed satisfaction with 
the program and with their participation in it. 


Investigations at the Clinical Center 


Professional organizations also have indicated 
their interest. The District of Columbia Medical 
Society has held one of its regular monthly meetings 
at the Clinical Center. In October, 1953, the Mont- 
gomery County (Maryland) Medical Society and the 
Medical and Chirurgical Faculty of Maryland chose 
the center as the site of a joint session, marking the 
fiftieth anniversary of the former society. In both 
instances, the meetings included a tour of the 
Center. Obviously, direct observation is the best 
way to gain an idea of the investigations now under 
way at the Clinical Center. In lieu of such observa- 
tion, the readers of GP may be interested in a few 
representative projects conducted by the several 
institutes. 

The National Cancer Institute is conducting a 
study in the hormonal treatment of cancers of the 
breast, cervix, and prostate. Closely related investi- 
gations are soon to be launched on the problem of 
hormone-producing tumors of the gonads and 
other endocrine glands. One technique to be em- 
ployed will be the growth of such tumor material in 
tissue culture, with a view to elucidating the striking 
phenomenon of excessive hormone production by 
endocrine organs that have undergone malignant 
change. Other problems to be studied are in situ 
carcinoma of the cervix, energy metabolism of 
tumor patients, and cancer of the head and neck— 
both premalignant lesions such as leukoplakia, and 
advanced cases considered beyond the usual ther- 
apy. 

In a long-term project, the National Heart Insti- 
tute is studying a sizable group of patients. The 


purpose is to explore the pathogenesis of hy) .r- 
tension and to develop better therapeutic ageni. or 
procedures. These patients usually remain in the 
center for about a month. After discharge, they will 
be expected to return for two or three days cach 
month for follow-up observation or treatmint. 
Among other procedures in this project, exhaustive 
blood chemistry studies are being done, as well as 
metabolic investigations with particular reference to 
diet and drugs. Other projects to be undertaken 
include studies in the metabolic, endocrine, and 
hemodynamic aspects of cardiovascular disease. 

The National Institute of Arthritis and Metabolic 
Diseases has begun metabolic balance studies of pa- 
tients with rheumatoid arthritis. The principal ob- 
jective is to explain changes in mineral metabolism 
that apparently account for certain effects of the 
disease on joints. The effect of varying levels of pro- 
tein, mineral, and vitamin uptake are being ex- 
plored. 

Another project now under way is aimed at 
elucidating the physiologic mechanisms underlying 
diabetes and at clarifying the interrelations of the 
pituitary and adrenal glands and the pancreas in the 
genesis of this disease. Soon to be activated are 
studies on the pathogenesis of gouty arthritis, the 
nature of the metabolic defect in gout, and the 
factors underlying mineral loss in senile and post- 
menopausal osteoporosis. 

The National Microbiological Institute is con- 
ducting clinical studies in brucellosis, and in col- 
laboration with the National Heart Institute, is 
investigating types of streptococci associated with 
rheumatic fever. Some major health problems to be 
studied in the coming year include respiratory viral 
diseases, histoplasmosis, infectious hepatitis, trichi- 
nosis, amebiasis, schistosomiasis, and _ filariasis. 
Although the tropical diseases mentioned are not 
prevalent in North America, they are of great na- 
tional significance, since they prevail in countries 
with which the United States trades, and in which 
many Americans, including members of the Armed 
Forces, reside. 

The National Institute of Neurological Diseases 
and Blindness has undertaken a study of the 
physiology of the cortex, by means of surgery and 
electrocortigraphic and electric localization tech- 
niques. Projects in multiple sclerosis are about to be 
launched. Other neurologic disorders to be investi- 
gated include cerebral palsy, muscular dystrophy, 
and myasthenia gravis. 

The clinical studies of the National Institute of 
Mental Health are at present concerned with the 
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problems of children, particularly personality de- 
rangements that would appear to presage the de- 
velopment of schizophrenia. Behavior syndromes 
relevant to delinquency are being explored, as are 
possibilities for the treatment of disorders involving 
excessive aggression. Plans are being refined for 
studies of adults, with emphasis on such areas as 
communication in psychotherapy and the effects of 
the hospital environment on schizophrenic patients. 
Psychiatric examination of patients with psycho- 
somatic illnesses currently studied by other insti- 
tutes is an important phase of the program. 

Typical of the clinical research now being acti- 
vated by the National Institute of Dental Research 
are studies on the use of chemotherapeutic agents in 
the oral cavity, the effects of radiation on oral tis- 
sues, histologic changes under prosthetic replace- 
ments, and factors influencing tissue healing. Peri- 
dontal diseases and trigeminal neuralgia are among 
the first problems to be attacked. 


The Center as a National Resource 


The real and enduring goals of medicine and of 
medical research are to preserve human life and to 
make that life happier and healthier. These, too, 
are the goals of the American people. The Clinical 
Center of the Public Health Service, as a Federal 
institution, therefore, is a national resource which 
will aid in the attainment of these goals. 

The Clinical Center of the Public Health Service 
now stands as a functioning unit of the nation’s 
total scientific and medical forces marshalled in the 
war against the major killers and cripplers of this 
century. The attack can be fully successful only 
after years of intensive research in which scientists 
of many disciplines, clinical investigators, practicing 
physicians, and patients participate. The first aim 
of this research effort is to find new and more effi- 
cient methods of early diagnosis and treatment 
which the physician can apply in his office or 
clinic. The second is ultimately to produce means 
whereby the larger share of the costly and catas- 
trophic diseases may be prevented. 

In operating the Clinical Center, the Public 
Health Service acts as a trustee for the nation as a 
whole, and for the scientific and medical fraternities 
particularly. For this reason, the service has de- 
veloped procedures whereby the Clinical Center 
may be linked with private and public institutions 
throughout the country, and indeed with world- 
wide medical research. 

The constant interchange of information with 
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A solarium on each floor permits ambulatory pa- 
tients to meet their friends and relatives. Here also 
are held various social activities of the patient group. 


other institutions and individuals engaged in 
medical research will keep the center in the main 
channel of modern medicine. The advisory councils 
and committees of the several Institutes are vital 
links in this connection. Programs have been de- 
veloped whereby established scientists from other 
institutions may conduct special projects for periods 
of up to two years while on leave from their parent 
institutions. 

Research fellowships also provide opportunities 
for a limited number of able younger investigators 
to obtain specialized training at the Clinical Center 
for research careers. 

Unlike most medical research institutions and 
teaching hospitals, the Clinical Center has no com- 
munity service functions nor does its “teaching” 
function extend beyond that of advanced research 
training through fellowships. For this reason, the 
Public Health Service depends primarily upon the 
private physicians, hospital staffs, and public health 
officers throughout the country to keep its research 
programs in close touch with the broad aims and 
day-to-day problems of medicine and public health. 
Through their active participation in the Clinical 
Center’s programs, the Public Health Service can 
be assured that its research effort is progressing 
along satisfactory lines and making its share of 
contributions toward the attainment of the ultimate 
goals of medicine and research—‘‘fullness of health 
and length of life” for every person. 


— 


Trends and Events in the Nation’s Capital 


IRS Rules on Ward Patient Fees 


Tue Internal Revenue Service has issued a ruling of 
importance to certain groups of physicians. In brief, 
it states that hospital staff members who pool and 
divide fees paid by ward patients are engaged in a 
business partnership and must pay income tax on 
these receipts accordingly. 

An opinion had been asked of IRS by doctors on 
the staff of an unidentified hospital. They explained 
that funds received from those ward patients who 
were able to pay in part for professional services 
rendered were placed in a special account, for 
division among the participating physicians at the 
end of each calendar year. A small percentage 
would be retained in the fund as a reserve for de- 
fraying administrative expenses. 


New York Republican Senator Irving M. Ives leads Con- 
gressional effort to commission men in Nurse Corps. 


“It is held,” said the ruling, “that the instant 
arrangement constitutes a partnership within the 
meaning of Section 3797 (a)(2) of the Internal 
Revenue Code, and that the members of the hos- 
pital staff are the partners thereof. The organiza- 
tion must file a partnership return, Form 1065, for 
each taxable year, reporting therein, among other 
things, the total amount of fees received for such 
taxable year, the names of the individuals who 
would be entitled to share in its net income if dis- 
tributed, and the amount of the distributive share 
of each individual. 

“It is further held that each member must report 
as taxable income his distributive share of the net 
income of the organization for the taxable year end- 
ing with or within his taxable year, whether or not 
distributed, even though it may reflect certain 
amounts retained by the organization as a reserve 
for expenses.” 


Legislation Designed To Broaden Medical Care 


President Eisenhower has committed himself to 
the position that more Americans should receive 
more and better medical care at the lowest possible 
cost. Further, he has indicated his belief that ‘“‘char- 
ity begins at home,” with his recent declaration in 
favor of government’s bearing part of the cost of 
prepaid medical care and hospitalization insurance 
for Federal employes. Proposed legislation de- 
signed to implement this plan was to be introduced 
in both Senate and House before the end of March. 

The Administration hopes to gain adoption 
simultaneously with provision of pay increases for 
Federal workers. Approximately 2,500,000 would 
receive these benefits, some 10 per cent of whom are 
in the national capital. . 

For several years there has been pending in 
Congress a bill to permit payment of Federal em- 
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ployes’ health insurance premium payments through 
payroll deduction. It has never been acted upon. 
Present plan would go further, not only authorizing 
payroll deductions, but making the government a 
contributor of a portion of the cost. This is in keep- 
ing with the principle that has made wide gains in 
industry during past decades under impetus of 
collective bargaining. 


Senate Holds Hearings on Public Health Bills 


The Washington spotlight on national health 
legislation was scheduled to shift from the House 
to the Senate the third week in March when public 
hearings were opened on a group of Administration- 
supported bills. 

Plans called for the health subcommittee of 
Senate Labor and Public Welfare Committee to 
take up, in order, the proposed broadening of 
Hill-Burton hospital construction program; in- 
creased Federal participation in rehabilitation as- 
sistance, and revision of the formula for public 
health grants to the states. 

Next topic will be the Administration plan for 
setting up some sort of an official agency to rein- 
sure health prepayment plans. 

Senator William A. Purtell, Republican, of Con- 
necticut, is chairman of the health subcommittee. 
Its other members are Cooper (Kentucky) and 
Goldwater (Arizona), Republicans, and the Demo- 
cratic veterans, Hill (Alabama) and Lehman (New 
York). 

Meantime, the House Commerce Committee has 
completed hearings on Hill-Burton and_ public 
health grants to states and is expected to continue 
on other phases of the broad program envisaged by 
President Eisenhower. 


BUSINESS your practice? 


PROBLEM 


CLINIC... 


Break Ground for Washington Clinic 


Observations in brief along the Potomac: 

Speaking at a groundbreaking ceremony for the 
Washington Clinic, Senator Hill praised the 
privately-sponsored enterprise as an example of 
progress and achievement by doctors who are un- 
regimented. Washington Clinic, scheduled for 
completion in twelve months, will be a partnership 
of more than fifteen physicians engaged in group 
practice. It also will be the home of the newly 
formed James F. Mitchell Foundation for Medical 
Education and Research. 

The medical advisory group to Federal Civil De- 
fense Administration held its second meeting in 
Washington on March 5. Problems dealing with 
medical defense against chemical and biologic war- 
fare were among those discussed by the group. 

Led by Senator Irving M. Ives (New York) and 
Representative Frances P. Bolton (Ohio), both 
Republicans. Congressional efforts are being re- 
newed toward enactment of legislation authorizing 
commissioning of men in the Nurse Corps of the 
Army, Navy, and Air Force. Military establishment, 
in the past, has opposed this step but it is reliably 
reported that the armed services may now be agree- 
able to the plan on certain conditions. 

Food and Drug Administration and Department 
of Justice gained convictions in January against 
nine drug stores whose proprietors were charged 
with over-the-counter sale of by-prescription-only 
drugs. Penalties consisted of fines ranging up to 
$2,000. Four druggists involved in two of the cases 
were each placed on three years probation. During 
the same month FDA obtained court convictions 
against three firms selling misbranded drugs and 
devices. 


Do you have some specific problems in the business management of 


If you have, send them in to the Business & Economics Depart- 
ment, GP, 406 West 34th Street, Kansas City, Missouri. 

For your convenience, we’re starting a little problem clinic, a 
question and answer page devoted to helping you unsnarl tangled 
skeins in the efficient running of your business. We’ve got some 
authorities lined up to find the answers for you. We’ll run the page 
every time we have enough material assembled to justify it. Get your 
questions in now for first consideration! 


: 
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Who Pays the Doctor? 


BY THEODORE WIPRUD 


A DECADE or so ago most physicians did compara- 
tively little insurance work. Such work as they did 
was largely limited to life insurance examinations 
and the treatment of accident and workmen’s com- 
pensation cases. Today conditions are vastly dif- 
ferent, for the majority of our citizens has some 
sort of insurance protection against the costs of 
medical care and disability. 

Reasons for the phenomenal increase in insurance 
coverage lie deeper than many of us suspect. There 
can be little doubt that they stem largely from the 
depression years of the 1930’s. Thousands of our 
people still have distressing recollections of hard- 
ships which they and their families endured. This 
unhappy period might have faded from their mem- 
ories but for a world war and its tragic aftermath 
and the intermittent struggle of our major political 
parties for power. As is well known, politicians 
have not been averse, when their political futures 
are at stake, to dig up the past. And so our people 
have had frequent reminders of the Great Depres- 
sion. The widespread feeling of insecurity and the 
ever-increasing demand for protection against the 


vicissitudes of life are, therefore, not too surprising. 

This situation is not peculiar to our own coun- 
try. It is, in fact, far more acute elsewhere in the 
world. In the United States it has resulted in the 
enactment of social legislation, such as the Social 
Security Act, giving assurance to citizens that the 
government is concerned with their security and 
welfare. More recently, voluntary organizations and 
insurance companies, deeply disturbed by the grow- 
ing paternalism of the government, have offered 
their solutions to the public. 

Much as we may decry these developments as 
tending to undermine the moral fibre of our citizens, 
we are faced with the fact that the people’s will is 
not to be denied. 

Of special interest to physicians is what effect all 
this has had and will have on the practice of med- 
icine. As most of us know, the hospitals led the way 
in the early 1930’s with so-called hospitalization 
plans, most of which subsequently became identified 
with the Blue Cross. Shortly thereafter, a variety 
of experiments in prepaid medicine was started. 
Medical-society-sponsored prepayment plans, how- 


Percentage of Voluntary Health Insurance 
Written by Blue Cross = Insurance Com: 
panies as Against Independent 
Plans, 1952.00 
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ever, were few until the early 1940’s, when they 
multiplied rapidly. Most of these plans became 
identified with what we now call Blue Shield. While 
commercial insurance companies had long been 
active in the accident and health field, they looked 
askance at so-called hospital and medical expense 
protection, and did not enter upon the scene 
aggressively until the experiments undertaken by 
voluntary nonprofit groups showed some promise 
of success. 

I am afraid we will have to admit that organized 
medicine entered into the health insurance field 
only after considerable pressure both from within 
and outside the medical profession. I recall that in 
1932 an official of the American Medical Association, 
who for years directed its affairs with a firm hand, 
told me he was very much opposed to medical 
societies having anything to do with voluntary 
health insurance. He said that it could only lead 
to a demand for compulsory health insurance. 

Personally I have felt that even if this were true 
there was no other course for organized medicine 
to pursue. I thought then, and still do, that if 
medical societies had been encouraged to experi- 
ment with prepayment plans in the 1930’s, dif- 
ficulties subsequently encountered by organized 
medicine might have been avoided. 

Despite its reluctance to participate in the volun- 
tary health insurance movement, the record shows 
that organized medicine pioneered in this field on a 
more ambitious scale than anyone else. In the be- 
ginning, commercial companies were wary of in- 
suring against medical costs because reliable 


It is certain that, in future, not only will greater 
numbers of the population be protected, but 
the coverage broadened to include medical 
services in prolonged and costly illnesses. 
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actuarial data were unavailable. They now compete 
vigorously with Blue Shield, Blue Cross, and other 
voluntary nonprofit prepayment plans. 

Which reminds me that in 1939 the Medical 
Society of the District of Columbia sponsored a full- 
coverage medical prepayment plan. It ran into un- 
expected apathy and, in a few instances, the strong 
opposition of eligible employees of the government. 
This was in part due to the involvement of the 
American Medical Association and the District of 
Columbia Medical Society in the now historic 
antitrust suit, as well as to the criticism leveled at 
the plan by heads of some government departments. 
When it became evident that we of the District 
group could no longer carry on financially, we 
turned to a casualty insurance company that we 
thought might be interested in underwriting our 
plan. I got in touch with the president of the com- 
pany and at my request he came to Washington. 
When I had explained our plan to him, he said 
neither his nor any other company could afford to 
risk money on such a questionable venture. It was a 
disillusioning experience. However, we survived the 
blow and our defunct plan was succeeded by another, 
a few years later, which is now flourishing and which 
is, I believe, one of the most successful medical 
prepayment plans in the country. 

The extent to which voluntary health insurance 
generally has flourished was revealed in the recent 
report of the Health Insurance Council representing 
nine associations in the commercial insurance 
business which, in turn, is made up of companies 
writing various forms of protection against hospital, 
surgical, and medical costs of illness and loss of 
income due to disability : 

In 1941, only 6 million people were protected 
by hospital expense coverage. This number had 
increased to 91 million by the end of 1952. Ninety- 
four per cent of this coverage was written by Blue 
Cross and the insurance companies. 

There was an equally impressive increase in those 
who purchased protection against the cost of sur- 
gery and obstetrics. In 1941 there were 7 million so 
covered and by the end of 1952, 73 million; 94 per 
cent of this coverage was written by Blue Shield 
organizations and commercial companies. 

Medical expense protection is of more recent 
origin. In 1941, there were only 3 million persons 
who had medical expense protection. By the end of 
1952 this number had increased to 36 million. 87 
per cent of this coverage was written by Blue Shield 
and commercial companies. 

The independent plans which offered only 6 per 
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cent of the hospital and surgical expense protection 
in 1952, and 13 per cent of the coverage afforded by 
medical expense plans, were in the following cate- 
gories: Industrial, Community, Consumer, Private 
Health Clinic, and College Health Plans. 


IlIness and Disability Programs Available 


While the report is concerned primarily with the 
spectacular growth in health insurance coverage, 
attention is directed to the following forms of pro- 
tection against the costs of illness and disability 
and the various types of medical programs now 
available to millions of our citizens: 

1. Workmen’s Compensation. 

2. Total and permanent disability benefits in- 
cluded in life insurance policies. 

3. Commercial accident policies providing dis- 
ability indemnity and other benefits in the event of 
accidental injuries, and policies covering travel 
hazards, group accidental death, and dismember- 
ment insurance protection under all types of lia- 
bility insurance— 

The medical care program for persons in the 
Armed Forces— 

Complete medical care in public institutions— 

Medical care paid for by welfare funds of labor 
unions— 

Compulsory cash sickness plans now in effect in 
Rhode Island, California, New Jersey, New York, 
and under the Federal Railroad Employment In- 
surance Act— 

Medical care and disability pensions for war 
veterans. 

It is difficult for anyone to comprehend the vast- 
ness of the over-all medical care program in the 
United States. Voluntary health insurance, despite 
the millions it now protects, is not yet the dominant 
factor in this program that it will be in the next few 
years. True, its record is most impressive, but it 
still must provide broader coverage at reasonable 
cost if it is satisfactorily to meet people’s needs and 
demands. 

Perhaps it would be well to define what is meant 
by broader coverage. At the present time, the ma- 
jority of Blue Shield Plans protect hospitalized 
subscribers in full or partially against the cost of 
surgery and obstetrics plus the administration of 
anesthetics, diagnostic x-ray services, and clinical 
laboratory examinations. Some indemnify the sub- 
scriber, others pay the physician directly a specified 
amount for a given service. In other plans, phy- 
sicians accept the amounts paid as payment in full 


for those under prescribed income levels. Those 
above the income level, and in Washington this is 
$3,000 for an individual and $5,500 for a family, 
must pay an additional amount if required by the 
physician. 

There has been considerable agitation not only 
among physicians but among their patients for the 
inclusion of medical services. Illness requiring 
such services, they argue, can be just as costly and 
burdensome to the patient who, for example, las 
pneumonia as for the one who has appendicitis and 
needs surgery. In fact, internists tell me with some 
feeling that pneumonia should receive the nod. If 
Blue Shield Plans are to fulfill their promise, they 
insist, medical procedures must be included on a 
liberal scale as soon as sound administrative prac- 
tices will permit. 

Leaders in the Blue Shield movement have long 
recognized the validity of this argument and several 
plans are now paying for at least a portion of the 
medical services required by their subscribers. Our 
plan in Washington has a pilot project under way 
and much valuable information, it is hoped, will be 
obtained, permitting us to include a number of 
medical benefits. 

Commercial companies indemnify only. In other 
words they pay the patient who, in turn, pays the 
doctor. To assure the doctor that he will be paid, 
some companies make checks payable to both the 
doctor and the patient. In any event, a specified 
amount is paid for each procedure. Medical as well 
as surgical and obstetric services and ancillary pro- 
cedures such as x-ray, laboratory tests, and anes- 
thesia, are usually paid for. 


A Look at the Future 


Considering the complexities of administering 
Blue Shield Plans successfully, what are the pros- 
pects for the future? Can they provide the coverage 
expected of them at a reasonable cost? If not, can 
the commercial companies do the job more success- 
fully and satisfactorily? 

These are questions no one can answer with cer- 
tainty at the present time. But I personally am plac- 
ing my faith in the Blue Shield service plans as the 
type of protection against the costs of sickness which 
holds the greatest promise. However, the com- 
mercial companies which, incidentally, now write 
most of the hospital and medical expense coverage 
will, I am sure, always be in the picture and that is 
as it should be. 

Frankly, I am optimistic about the future of volun- 
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tary health insurance. But there are some ominous 
clouds on the horizon. There is, for example, the 
instability of some voluntary health insurance plans 
which would indicate lax administration practices ; 
there are the extravagant claims being made by 
some commercial companies which have already 
prompted an investigation by a government agency ; 
there is the dishonesty of subscribers and policy 
holders who would not think of taking unfair ad- 
vantage of their neighbors, but look upon insurance 
companies and nonprofit prepayment plans as fair 
game; and there are the indifference and the ques- 
tionable practices of a minority of physicians who 
have taken unfair advantage of both insurance com- 
panies and their own plans. 

One does not like to contemplate these things or 
the possibility of failure of the voluntary health in- 
surance movement. Should it fail, what is the al- 
ternative? I do not know, but I have my thoughts 
in the matter. I do believe that the history of social 
movements reveals that once a pattern has been 
established it is rarely abolished. No matter what 
happens to the present health insurance movement, 
the health insurance principle will, in my opinion, 
not be abandoned. 

As I have said, my belief is that voluntary health 
insurance can succeed, but patients and physicians 
must do their part to make it possible. Of para- 
mount importance to both is the doctor’s right to 
practice as his judgment dictates, and the patient’s 
right to choose his own physician. 

But here enters another ominous factor. It is that 
he who holds the purse strings exercises control, the 
extent of which depends on the individual or group 
affected. The fact is that doctors have not begun to 
feel the impact on their practices of Blue Shield 
plans, commercial health insurance and a variety of 
other medical care programs. Their phenomenal 
growth in the past decade is only a prelude to what 
must be expected in the next five or ten years. It is a 
certainty that not only will greater numbers of the 
population be protected, but the coverage broad- 
ened to include medical services in prolonged and 
costly illnesses. 

In the wake of this development there will, of 
necessity, be more control exercised over doctors 
and their patients. That is inevitable because no 
organization can function without rules and regula- 
tions and, in the instance of medical prepayment 
plans, fee schedules. : 

Let us then examine for a moment the financial 
considerations involved. No one who is at all fair 
will deny that the doctor has a legitimate interest in 
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The physician should inform himself about 
economic problems facing medicine and 
their significance to him and his patients. 


the compensation he receives for his services. What 
is often overlooked is that the doctor’s financial 
interests are closely related to those of his patients. 
For example, if restrictions are placed on the 
amount of services for which a prepayment plan or 
an insurance company will pay, this may well have 
an effect on the adequacy of the care given the pa- 
tient. I do not have in mind the amount paid the 
doctor for a given service, but the limiting of what 
the doctor considers necessary procedures. The net 
result will be that the physician will be no longer 
able to treat the patient according to his own judg- 
ment and the patient could be denied adequate care. 

Let us reverse the picture and look at it from the 
Blue Shield or from any insurance company’s point 
of view. No such company can continue to operate 
unless it does so on a sound actuarial basis. Blue 
Shield Plans have an advantage because they are 
underwritten by the doctors who provide the 
services. But even they cannot ignore sound ad- 
ministrative practices or they will lose medical 
support. 

There are other possible developments not to be 
overlooked. One of them is restriction on the free 
choice of physician by the patient. Consider what 
has happened in the Workmen’s Compensation 
field: thirty-three states and the District of Colum- 
bia, Alaska, and Hawaii, vest choice of physician 
in the employer or insurance carrier. Only fourteen 
states and Puerto Rico permit the employee to 
select his own doctor. Could this happen in the 
voluntary insurance field? 


Cy 
TODAY'S 
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Obviously one can eliminate the Blue Shield 
Plans where this canger is concerned. There is also 
nothing as yet to indicate that insurance companies 
writing hospital, surgical, and medical expense 
coverage are contemplating limiting free choice of 
physician by the policy holder. However, reports 
which have come to my attention of difficulties 
arising between physicians and some companies 
suggest that this is a possibility which should not 
be ignored. 


Medical Problems Basically Economic 


Today, public relations programs are held up as 
a panacea for all ills. I do not wish to minimize ef- 
forts in this direction by the American Medical 
Association and various state and county medical 
societies, for I think that their programs are 
basically sound. But I do believe that, at bottom, 
the serious problems facing doctors and their pa- 
tients are economic. This fundamental fact cannot 
be altered or eliminated, no matter how successful 
our medical organizations are in promoting good 
will toward the medical profession. 

Spelled out, the basic problems facing us can be 
summed up as follows: 

1. People in this country seek financial security, 
one facet of which is protection against the costs of 
burdensome illness. 

2. Health insurance, whether of a nonprofit or 
commercial variety, in its present form is inade- 
quate from the standpoint of coverage. 

3. Whether they be in the middle or low income 
bracket, subscribers (usually within the income 
levels of most plans) are not content te purchase 
partial protection against the costs of illness. They 
want their burdensome medical bills paid in full by 
the prepayment plan or insurance company. 

4. Blue Shield leaders recognize the deficiencies 
in the coverage and the desire of subscribers to 
have their bills paid in full. They are attempting to 
reconcile the cost of such a program with the ability 
of subscribers to pay. 

5. Doctors have a legitimate financial interest in 
this matter. Unfortunately, they are often unaware of 
developments in the voluntary health insurance field. 

Now, what can the individual physician do about 
a situation such as this? In my opinion, a great deal. 
First, by informing yourself, if you have not already 
done so, about economic problems facing medicine 
and their significance to you and your patients. 
Then, too, you should learn what has been and is 
being done about these problems. 


Much information can be gathered from medi. al 
journals and at medical gatherings. Attendance at 
meetings of the policy making body of your s:.te 
medical society or of the House of Delegates of ‘ie 
American Medical Association would be an ¢n- 
lightening experience. I have been an interested 
observer at meetings of the American Medical As- 
sociation’s House of Delegates since 1930, anc I 
have often wished that more physicians would take 
the time to listen in on proceedings of the House. I 
am certain that they would be most welcome and 
would gain an entirely new conception of organized 
medicine, what it has done, can, and should do 
about current medical issues. 

Obviously, being informed is not enough. More 
physicians should take an active interest in the 
solution of current medical economic problems. 
Otherwise a handful of physicians who do under- 
stand and have an interest will determine medicine’s 
future without rank-and-file participation. As a 
matter of fact, it is not so much that the individual 
physician can contribute toward the solution of 
current problems, although he may well do so most 
effectively, as that he give intelligent and vigorous 
support to the policies adopted by his county and 
state medical societies and the A.M. A. 

And, finally, I would make a plea for support of 
Blue Shield Plans. As Secretary of our own Blue 
Shield Plan, I know only too well that they are not 
perfect. On the contrary, they have many short- 
comings which somehow must be corrected. But 
organized medicine is responsible for these plans 
and there is no turning back. I am afraid that many 
doctors are inclined to place Blue Shield Plans in 
the commercial insurance category. That is a difli- 
culty these plans have encountered. Blue Shield 
Plans are the doctors’ plans and they will stand or 
fall according to the support they receive from the 
medical profession. 

What this all adds up to is that more depends on 
the doctor’s interest in the financial aspects of his 
profession than at any other time in the history of 
medicine in this country. What physicians do or do 
not do now will not only deeply affect them, but will 
affect their successors as well. They may well re- 
member before it is too late that the price of freedom 
is eternal vigilance. 


Because we feel it carries material of great importance to every 
general practitioner, GP has published here, with permission, this 
talk given by Mr. Wiprud at a recent meeting of the Pulaski County 
Medical Society in Little Rock, Arkansas. Mr. Wiprud is Executive 
Director and Secretary of the Medical Society of the District of 
Columbia.—PUBLISHER 
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A Guide to Simple Bookkeeping 


Wiru the many bookkeeping systems on the market 
today, how are you to know which is most adapt- 
able to a doctor’s needs? When you set up your 
practice, you will undoubtedly want the simplest 
system available, but one that can be enlarged to 
show all the information you will ultimately need 
and want. Where and how do you start looking? 

These are the requisites of a bookkeeping system: 

1. Completeness. One that provides sufficient in- 
formation for tax purposes and for your own guid- 
ance. 

2. Simplicity. One that is easily kept and easily 
understood. 

3. Accuracy. One that can be cross-checked to 
reduce the possibility of errors. 

4, Flexibility. One that will grow with your 
practice. 

How will you know which accounting systems 
have these requisites? Here is a list of the minimum 
records essential to the average doctor’s office, to- 
gether with an explanation of the simplest methods 
of keeping these records. This is the foundation on 
which you build, but it is a foundation you must 
have. 


DAY BOOK 
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BY MILLARD K. MILLS AND FRANCES L. MAROLD 


The Day Book 


You will need a daily sheet on which to record 
the name, address, charge, and payment of each 
patient. These sheets are kept in a book commonly 
known as the Day Book (Figure 1). A loose-leaf 
style that will lie open and flat on the desk is the 
handiest. The sheets may then be transferred to an- 
other binder at the end of each month and filed 
away in that binder at the end of the year, while the 
Day Book cover continues to serve its purpose for 
several years. 

The patient’s name and address are recorded in 
the day sheet as he comes into the office. After he 
has received service, the charge is recorded oppo- 
site his name in the “Business” column. If any pay- 
ment is made, the amount is recorded in the “Cash” 
column. 

All cash received from patients, whether by mail 
or in person, is recorded on this daily sheet. And 
any adjustments to patients’ accounts should be 
added to or subtracted from the “Business” and/or 
“Cash” columns as indicated by the transaction. 
These columns are totaled at the end of the day. 


19.5 


NAME AND ADDRESS 


LL¢L Fa. 


£3 


GP April, 1954 


TIME | susmess casH 
Aller 
| 
| 
| 
| 
Figure 1. 
107 
| 


At the bottom of the page should also be recorded 
all other cash received, such as interest, dividends, 
rental income, etc., together with identification of the 
source. The total other income is added to the total 
received from patients, and the final “Business” and 
“Cash” for the day is obtained. These figures are 


added to the “Previous Total” to obtain a “Total 
to Date” for the month. (See Figure 1 on page 107). 

Since a summary of the income received from all 
sources during the year is necessary for income tax 
purposes, at the end of each month a separate day 
book sheet should be set up with this information: 


Current Month Year to Date 


Receipts from patients . . 
Interest . 

Dividends . 

Other income (identify). . 


Total income . 


The Change Fund 


Most offices set up a Change Fund from which 
change can be made daily without disturbing the 
Cash Receipts. This fund is established by writing 
a check to ‘Change Fund” in the amount of $20.00 
to $50.00. The check is cashed in small bills and 
some change, and should always be kept in small 
denominations; it is never paid out or deposited, 
but is solely for the purpose of making change. 

Deposits should be made in the fofal amount of 
one or more day’s receipts, depending upon the 
average receipts. If over $100.00 is usually received 
in a day, then daily deposits are recommended. In 
Figure 1 the amount to be deposited on the follow- 
ing day would be $205.21. No payments should 


ever be made from the cash receipts; the amount of 
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the deposit should always equal the total in the 
“Cash” column at the end of the day. 

Cash should be counted every night and the 
amount on hand should equal the total as shown in 
the “Cash” column, plus the Change Fund. (If no 
deposit was made that day, of course, then the pre- 
vious day or days’ receipts will also be on hand.) 
Balancing cash nightly is very important and trac- 
ing any errors at that time is imperative to accuracy. 


CHECK REGISTER 


The Petty Cash Fund 


There are only two safe means of paying bills in a 
doctor’s office. One is through the Petty Cash Fund; 
the other, by check. 

A Petty Cash Fund is established by writing a 
check to “‘Petty Cash” in the amount of $10.00 to 
$25.00. This cash is then placed in a small cash 
box, and from this fund are paid all small items, 
such as postage due, newspapers, small supplies, 
etc. A record must be kept of all expenditures as 
they are made (Figure 2) and the “Balance on 
Hand” should always coincide with the amount of 
cash in the Petty Cash Fund. 

When the balance is down to several dollars, a 
summary should be made of all expenditures 
(Figure 3). A check should be written for the total 
amount spent and the breakdown of the expenditures 
recorded on the check stub. When cashed, this 
check plus the amount left in the Petty Cash Fund 
should equal the original amount set aside for the 
Petty Cash Fund. 


The Check Register 


All other expenses pertaining to your office and 
all other deductible expenses of any nature should 
be paid by check. These checks are then listed 
numerically in a columnar record called the Check 
Register (Figure 4.) 
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Opposite the name of the payee, the amount of 
the check is listed in the “Bank” column. Any de- 
ductions (Social Security, Withholding Tax, Blue 
Cross, etc.) should be recorded in the General 
Ledger Credit column, and the actual amount 
charged to the expense is carried over into the 


proper expense column. (Columns are identified as 
“credit” (CR.) or “debit” (DR.) columns. The total 
of the amounts credited should always equal the 
total of the amounts debited in every transaction.) 

At the end of the month, the columns are totaled. 
To prove the accuracy of the figures, it is only 
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$.S.ACCT.NO. NAME 


OCCUPATION y ADDRESS 


HRS. FULL TIME WEEK ¥¢ 


SOCIAL SECURITY, 
“74% Aaet HPourth 


NUMBER OF WITHHOLDING EXEMPTIONS 


WITHHOLDING TAX 


necessary to add the total credits and be sure they 
are equal to the total debits. Totals for the month 
and year to date are kept at the bottom of the Check 
Register as is done in the Day Book at the end of 
the month. 

Since it would be impractical to have a column 
for every possible expenditure, a ‘General Ledger” 
column is provided. Expenditures for which there is 
no specific column, as well as checks for equipment, 
instruments, leasehold improvements, and pay- 
ments on notes or mortgages are recorded in this 
column in the same way that other expenditures are 
listed. 

A supporting sheet should be kept for each of the 
items in the general ledger column (Figures 5, 6, 
and 7). 

If a further breakdown is desired on one of the 
other expense accounts (conventions, dues and jour- 
nals or miscellaneous), a summary sheet may be 
carried also for any of these other accounts sepa- 


rately (Figure 7). 
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Employee Earnings Record 


When more than one person is employed, a 
record of their earnings and deductions should be 
kept on a separate sheet (Figure 8). This will 
simplify preparation of quarterly and yearly tax 
forms on wages paid and taxes withheld. 


Depreciation Record 
A cumulative record should be kept of all depre- 


ciation taken. An account should be set up for each 
type of asset depreciated over a different length of 
time. For instance, all equipment that is depreciated 
over a ten-year period would be recorded on one 
page (Figure 9). Any five-year equipment would go 
on another page; the automobile, usually depre- 
ciated over four years, would have another, etc. The 
basic set-up for each account is the same; only the 
rate differs. Depreciation is figured at the end of 
each year and recorded on these accounts. 


DATs OF BIRTH 7-05-49 
DEDUCTION: a 
44) 50.00 Se ce Se'ce aol es | 
Ht 28 Je.00 Se ce Seco falas sas | 
‘ | 
Figure 8. 
(ef) 
Figure 9. 


Summary 


For easy reference and comparison, it is recom- 
mended that at the end of each month a summary of 
the month’s business be compiled and added to the 
year-to-date figures. Since the relationship of cash 
received to business done for patients indicates 
whether or not your credit and collection program 
is effective, a Collection Percentage figure should be 
computed each month. This is done by dividing the 
Business Done for the month into the total Cash 
Receipts from Patients. 

Your Overhead Percentage is a guide to the 
efficiency of your practice management. To obtain 
this figure, divide the Cash Receipts from Patients 
into the Total Business Expense figure. 

The summary you will want at the end of each 
month will be: 


Collection percentage . . 
Overhead percentage . . 


The Patient’s Financial Record 


An individual financial record should be kept for 
each family or responsible party. The preferred ac- 
counts receivable record is a 4” x6” card (Figure 10). 
All charges and credits entered on the day sheet 
should be posted daily to the patient’s account card. 

To verify the accuracy of the posting, it is recom- 
mended that an accounts receivable control be kept. 
A tape should be run at the beginning of a month of 
the balance on all accounts receivable cards. This 
total could then be set up on a card marked “‘Ac- 

~counts Receivable Control.” At the end of each 
month the total business done as shown in the Day 
Book should be added to this figure, and the total 
cash received from patients should be subtracted 
from it. The new balance should equal the amount 


on the accounts receivable cards prior to the send- 
ing of statements at the end of the month. 

Periodically during the year a tape should be run 
of the accounts receivable cards to be certain they 
check with the accounts receivable control balance 
at the end of a given month. 


Source of Supplies 


The forms illustrated in Figures 4 through 9 can 
be obtained from almost any office supply store. 
Your own headings can be printed on the sheets as 
desired. Ledger binders for these sheets will be 
available at the same stores. 

Day Book sheets (Figure 1) and Accounts Re- 
ceivable Cards (Figure 10) are available through 
many of the companies which furnish physicians’ 
records of all types. The Day Book cover is an ordi- 
nary three-ring binder for 844” x 11” sheets. 

The Petty Cash Record (Figure 2) need only be 
a small note book purchased from the dime store 
and ruled as illustrated. 

Thus any of these forms is easily obtained and 
reordered. 


Conclusion 


With the preceding information, almost any doc- 
tor can set up practice and keep adequate records 
for himself. As his needs grow, this system can be 
enlarged to meet any requirements. Some doctors 
may prefer the double entry system of bookkeeping 
because of its accuracy; however, at the beginning 
of practice the system described here has sufficient 
cross-checks toassure accuracy for tax purposes. It is 
easier and faster to keep than a double entry system. 

It is impossible, of course, to set up any one sys- 
tem as “the best.” The requirements listed will 
serve as a guide in choosing the most satisfactory 
bookkeeping system for your individual purpose. 


The authors of this article on simplified bookkeeping for the 
physician's office are associated with the Professional Management 
Company of Waterloo, lowa.—PUBLISHER 
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Retirement Plan for Self-Employed Under Consideration 


BY GEORGE G. EVERHART 


“The self-employed person can deduct annually from 
gross income $7,500 or 10 per cent of earned income, 
whichever is less, to purchase a restricted retirement 
fund or a restricted retirement annuity contract.” 


Some sort of retirement plan for self-employed peo- 
ple like doctors, lawyers, dentists, farmers, account- 
ants, is almost sure to emerge from the 84th Con- 
gress now sitting. Either arrangements will be made 
to include such people under the Social Security 
law, or they will be allowed to set up their own pen- 
sion system, and, at the same time, be granted some 
income tax relief. Possibly some combination of 
these two alternatives will emerge from the legisla- 
tive halls. 

For some time past, corporation executives have 
been able to share in company pension plans, and, 
if Treasury-approved, premiums paid out for such 
pensions are deductible to the corporation. Self- 
employed people, however, either sole proprietors 
of businesses, or partners, can set up Treasury-ap- 
proved plans for the benefit of their employees, but 
they cannot share in them themselves. Their own 
exclusion is known to dampen their ardor for em- 
ployees’ pension and profit-sharing plans. 

Because of high taxes and soaring living costs it 
is extremely difficult for the self-employed to save 
from current income for old age and retirement. It 
is as a direct result of this situation that legislation 
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has been proposed to help lighten the burden for 
such people. 

The Jenkins-Keogh Bill (formerly the Reed- 
Keogh Bill) is now on the congressional agenda and 
positive action is definitely anticipated. Here’s what 
this bill would do. 

First ofall, it would allow a self-employed person, or 
an employee not eligible to participate in a qualified 
plan, to deduct each year from gross income a lim- 
ited amount of “earned income” to be contributed 
by him, then, to a “restricted retirement fund,” or 
paid in as premiums on the purchase of a “restricted 
retirement annuity contract.” The amount of this 
deduction can be up to $7,500 annually, or 10 per 
cent of earned income, whichever is less. It cannot 
exceed a grand total of $150,000 during his working 
lifetime. 

An individual who had reached age 55 before 
January 1, 1953, is allowed to deduct an additional 
amount so that he may build up an adequate interest 
in the fund, more than just a token annuity. In his 
case, the normal deduction on limit is increased by 
the lesser of $750 or 1 per cent of his earned income, 
multiplied by the number of years of his age in ex- 
cess of 55, as of January 1, 1953. Allowance is made 
for a five year carry-over of unused deductions. 

If you are contributing to a restricted retirement 
fund, there must be a corporate trustee, and you 
will not be allowed to withdraw your interest in the 
fund before reaching age 65, unless you should be- 
come permanently and totally disabled. Though 
you cannot assign your interest, you will have the 
right to designate one or more beneficiaries to re- 
ceive any part of the money you may be entitled to 
at death. The right is given to designate your spouse 
or other dependent as a survivor, or joint and sur- 
vivor annuitant under an annuity contract. 

When you reach age 65, or if you are disabled 
sooner, you will be able to get back your contribu- 
tions to the fund, plus their accumulated earnings, 
in one of three ways: 


1. In a lump sum. 
2. In annual, quarterly or monthly installments 
over a period of years. 


, 
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3. In one or more single premium life annuity 
contracts. 

In lieu of the restricted retirement fund, you may 
purchase a restricted retirement annuity from an 
insurance company. Similar rules will apply here. 

A restricted retirement fund is tax exempt. A 
participant will not have to pay taxes on the money 
until he is actually paid benefits. Taxes will have to 
be paid on the full amounts distributed to him peri- 
odically from the fund or the annuity contract when 
he retires or becomes disabled. After the trust fund 
has accumulated for more than five years and a 
lump sum is taken, it will be taxed as a long-term 
capital gain. This holds true for the beneficiary as 
well as for the participant. 

There are some self-employed persons who will 
probably not be eligible to participate in a restricted 
retirement fund, or to purchase a restricted retire- 
ment annuity contract. Persons who are participants 
in a qualified pension plan, or in a pension plan for 


federal, state or local government employees. or 
who have received payments under such a j)j:n, 
will be excluded unless they received more tha: 75 
per cent of their net earned income from a trade or 
business carried on alone or in partnership. 

Earned Income is defined as wages, salaries, })ro- 
fessional fees, and other amounts received as com- 
pensation for personal service actually rendered, or 
income from literary, musical or artistic composi- 
tions, or copyrights thereon. 

As originally drawn, the measure provided that 
only professional associations or similar organiza- 
tions could set up restricted retirement funds for 
the exclusive benefit of their members. While this 
provision has been dropped, such organizations will 
probably take the lead in arranging for the establish- 
ment of restricted retirement funds in which their 
members will participate and in advising on pur- 
chase of restricted retirement annuity contracts. 
They would do well to make concrete plans now. 


HELprut to both patient and physician in clarifying billing proce- 
dures is a little explanation printed on the back of monthly state- 
ments sent out by Dr. Thomas E. Rardin of Columbus, Ohio. A 
line on the front of the statement reads: ‘See Reverse Side for In- 
formation on Fees.” 

The information reads as follows: 


BILLING TO MY PATIENTS: 


Since charges made for professional services vary greatly, | want you to know 
my policy in determining fees. 

I have no set fee for any office, home, hospital or telephone consultation. In 
setting my fee for any of these services, | consider the time of day or night in which 
the service is rendered, the time required for each service, the cost of materials 
used, the manner in which these are administered, and other professional aspects 
of each service. 

For some services | make no charge; an example is the phone call relating to 
the progress of illness under treatment. In certain situations, however, appropriate 
charges are made for telephone consultations. 

l invite you to discuss frankly with me any questions regarding my services or my 
fees. The best medical service is based on a friendly, mutual understanding be- 
tween doctor and patient. THOMAS E. RARDIN, M.D. 


EXPLAINED 


The note has been used now for more than a year, Dr. Rardin 
reports, and has been well received by patients who appreciate such 
frank clarification of the financial atmosphere. Many physicians in 
the area, especially pediatricians, have copied it and put it in use 
on their own billing. 
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The Physics of Radiation Therapy. By Harold Elford Johns, 
Ph.D. Pp. 286. Price, $8.50. Charles C Thomas, Spring- 
field, Ill., 1953. 

While there are many books written from the stand- 
point of physicists in regard to matters relating to physi- 
cal properties of electricity and x-ray, there are relative- 
ly few that have been devoted to condensing and simpli- 
fying explanations of the properties of electricity, x- 
rays, radium, and radioactive isotopes. Obviously the 
latter is an entirely new field so that one would not ex- 
pect to find exhaustive studies in the field of radioactive 
isotopes at this time. 

This very fine, concise, and clear book deals in its 
first part with the structure of matter and radiation, the 
structure and properties of x-rays, and the absorption of 
x-rays by matter. 

There is also discussion of some of the more modern 
sources of radiation therapy—the cyclotron, the beta- 
tron, and the use of radioactive isotopes for tracer 
studies and as therapeutic agents. The book also con- 
tains useful tables concerning depth dose involved in 
radiation therapy as it applies to the daily clinical ap- 
plication of radiation. 

I considered this book of particular use to the radiolo- 
gist or to the student interested in radiation. 
—Kennetu C. M.D. 


Handbook of Differential Diagnosis. By Harold Thomas Hy- 
man, M.D. Pp. 716. Price, $6.75. J. B. Lippincott Com- 
pany, Philadelphia, 1953. 

Many text books have been written on the subject of 
differential diagnosis. Some of them are large and com- 
prehensive, while others are small and of necessity in- 
complete and lacking in much important information. 
This new volume belongs in the latter category. 

It is difficult to understand why, in a text book of this 
type and size, almost one hundred pages (approximately 
15 per cent) are devoted to occupational hazards. The 
inclusion of such subjects as incest, nymphomania, 
prostitution, etc., also seems a little redundant. 

Improvement could be effected by a discussion of 
shock and cyanosis. A list of the phobias on pages 550— 
552 would merit inclusion in a dictionary, but it seems 
to me that more pertinent information on signs and 
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symptoms would be more useful to the doctor at- 
tempting to arrive at a diagnosis. 
Despite the brevity in many sections, this text has 
within its covers a great wealth of useful information. 
I believe it will prove to be of most value to the hospital 
intern. —Raymonp R. Srranc, M.D. 


Adrenal Cortex. Transactions of the Fourth Conference, 1952. 
Edited by Elaine P. Ralli, M.D. Pp. 165. Price, $3.50. 
The Josiah Macy, Jr., Foundation, New York, 1953. 


This manuscript presents an informal discussion on 
the fundamental biochemical and physiologic aspects 
of the adrenal cortex. It is unique, inasmuch as it pro- 
vides an opportunity for the reader to observe what 
actually happens behind the scenes among scientists at 
work—what goes on in their minds, as well as the role 
that creativity plays in scientific research. 

The conference discussions included the following 
topics: 

1. Informal discussion of permissive action of adre- 
nal cortical hormones. 

2. Mechanisms through which the adrenal cortex can 
produce qualitatively different effects. 

3. Existence, nature, and site of production of a salt 
hormone (mineralocorticoid) secreted by the adrenal 
gland. 

4. Adrenalectomy in man. 

There were fifteen participants, including authorities 
in the fields of Physiology, Biochemistry, Endocrinol- 
ogy, and Clinical and Experimental Medicine. Among 
them were Dr. C. N. Hugh Long, Chairman, Depart- 
ment of Physiology, Yale University School of Medicine; 
Dr. George W. Thorn, Department of Medicine, Peter 
Bent Brigham Hospital, Boston; and Dr. Hans Selye, 
Institute of Experimental Medicine and Surgery, Uni- 
versity of Montreal. 

Corticotropin (ACTH), Hydrocortone (Compound 
F), and cortisone are valuable agents today in medical 
therapy. Their judicious use is of the utmost impor- 
tance. The complicated and profound reactions from 
these drugs are most intricate. 

This manuscript will aid the general physician in 
fundamentally understanding the disturbances of the 
adrenal cortex and its relation to other endocrine 


Che Practitioner’s Bookshelf | 
117 


MEPHENESIN N.N.R. 


for the first time 


Tolyphy 


safe effective relaxation 


of skeletal muscle spasm without loss of normal muscle 
tone or function. 


Exerts the full spasmolytic action of Tolyspaz 
(Chimedic brand of mephenesin) plus the beneficial 
effects of physostigmine and atropine on the neuro- 
muscular system. 


TOLYPHY is specifically designed for the relief 
of pain, for increased range of motion and restoration 
of normal function in a wide variety of conditions com- 
plicated by skeletal muscle spasm or neuromuscular 
hyperirritability : 


Arthritis, fibrositis, torticollis, bursitis, myositis, 
low back pain. In paralysis agitans the primary pathol- 
ogy in the central nervous system is often irreversible, 
but TOLYPHY helps bring relief from the stiffness, 


tremor, rigidity and painful muscle spasm. 


Literature and samples of TOLYSPAZ and TOLYPHY available. 


Please send me: 

Literature and samples of TOLYPHY 
Literature and samples of TOLYSPAZ 
Name. 

Address. 

City 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Ill. 
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glands. With this knowledge, the physician will be 
helped to avoid the many pitfalls and dangers that often 
accompany the use of the above-named therapeutic 
agents. 

Because of its stimulating and scientific approach, 
this publication is highly recommended to the general 
practitioner, -—Sam Gartan, M.D. 


Surgical Patholegy. By Lauren V. Ackerman, M.D. Pp. 836. 
Price, $14.50. The C. V. Mosby Company, St. Louis, 
1953. 


Here is a complete discussion of surgical pathology, 
with subdivisions by systems as is customary in refer- 
ence books of this type. The discussion of each detailed 
entity is greatly enriched by many fine illustrations. 

Despite the fact that the author’s style is far from 
being that which one would encounter in a novel, this 
is an easily read text, and it is amazing how much 
material is covered. This volume compares favorably 
with any text on surgical pathology as a good reference 
book. —Ho.tanp T. Jackson, M.D. 


Aviation Toxicology. Prepared under the direction of the 
Committee on Aviation Toxicology, Aero Medical Asso- 
ciation. Pp. 120. Price, $4.00. The Blakiston Co., New 
York, 1953. 

This is a short survey of various chemical substances 
which may show toxic effects and thus present a hazard 
to flying personnel as well as to passengers carried. 
The authors have done an excellent job in stressing 
the fact that toxic gases become more toxic because 
of altitude and pressure differentials from normal at- 
mospheric conditions. 

Because toxic effects may involve the efficiency of 
crew performance, this subject is of importance to the 
aircraft industry and operators of commercial aircraft. 
It is an excellent reference text for the flight surgeon 
engaged in commercial aviation. It has little interest 
for the average general practitioner. It is too technical 
for him and the cost of the volume could be spent on 
more practical publications. 


—L. G. Leperer, M.D. 


The Obstetrical Forceps. By L. V. Dill, M.D. Pp. 156. Price, 
$5.25. Charles C Thomas, Springfield, Ill., 1953. 


This small book is a timely monograph on the history 
and uses of obstetric forceps. 

In its sixteen chapters are presented the history of 
forceps from Chamberlen to present day varieties; illus- 
trations and descriptions for proper application; and 
uses and abuses of forceps. 

The book is well written and beautifully illustrated 
and should be available to all students, interns, resi- 
dents, and practitioners learning and practicing ob- 
stetrics, —James D. Murpny, M.D. 
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Diseases of the Liver, Gallbladder and Bile Ducts. 3rd Ed. By 
S. S. Lichtman, M.D. Pp. 1,315. Price, $22.00. Lea and 
Febiger, Philadelphia, 1953. 


The reviewer owns and has frequently utilized the 
first edition of this book, printed in 1942. The improve- 
ments and additions in the third edition stand out by 
contrast. The number of pages has been increased from 
906 to 1,315, plus a very usable index. The increase in 
size has necessitated printing the book in two volumes. 
Both sides of controversial subjects are clearly pre- 
sented. Illustrations are of high grade, numerous, and 
helpful to understanding. There are many charts and 
diagrams. 

The value of the book for physicians in general prac- 
tice would be enormously enhanced if in future editions 
more chapters contained at the end a summary section 
interpreted in the light of the author’s extensive clinical 
experience. A notably effective example of this is the 
five-page summary on liver function tests and proce- 
dures, which succinctly outlines a complex subject. 
The main body of the book constitutes an unexcelled 
reference source and a veritable storehouse of usable 
facts. The information is completely up to date. The 
work covers disease of the gallbladder and biliary tract 
as well as of the liver. Chapter IV on the “Symptoms 
and Signs of Liver Disease” is particularly well done 
and should prove helpful to all practicing physicians 
in evaluating liver disease at the bedside. 

This book can be highly recommended to practition- 
ers as a reliable and helpful work for both periodic 
reference and detailed reading. 

—Harorp Jecuers, M.D. 


Stedman's Medical Dictionary. 18th Ed. Pp. 1,561. Price, 
$11.50. The Williams and Wilkins Company, Baltimore, 
1953. 


Here is a practical medical dictionary which would 
serve as an accurate guide for any user. The illustrations 
(nearly 600 have been added to this edition) are keyed 
to the text. 

There is an excellent introductory section on medical 
etymology. The general arrangement of this dictionary 
is commendable, but, to this reviewer, the readability 
would be greatly enhanced by the use of larger type. 
The inclusion of tradenames would also be an addition. 

Much work has gone into this dictionary, and the 
editors and publishers deserve praise for a job well 
done. —CLarE SENNOTT 


Classics in Clinical Dermatology. By W. B. Shelley, M.D. and 
J. T. Crissey, M.D. Pp. 467. Price, $10.50. Charles C 
Thomas, Springfield, Ill., 1953. 

This book is designed to furnish biographical and 
historical descriptions of various investigators, plus their 
clinical and symptomatic details of some 143 separate 
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“Is there anything else 
I can do?” 


“Should the improvement 
be more rapid?” 


DOCTORS ACROSS THE COUNTRY WRITE US— 
“WHEN | AM IN DOUBT I ALWAYS CONSULT 
BRENNEMANN-McQUARRIE’S PRACTICE 
OF PEDIATRICS.” 


When you open these pages, many of 
the world’s authorities on pediatrics 
come into your office to consult with you. 
The DIAGNOSIS—DIFFERENTIAL 
DIAGNOSIS and the TREATMENT 
OF ALL PEDIATRIC ENTITIES—are 
graphically described. For further eluci- 
dation, case histories, charts, and illus- 
trations are included in abundance. 

Your loose-leaf Brennemann-McQuarrie 


reference lives with medical progress. 


Periodically revised pages and entirely 
rewritten chapters keep you up-to-the- 
minute. Obsolete material goes in the 
wastebasket, new proven facts go in your 
loose-leaf reference ready for consulta- 
tion. You can consult pediatric authori- 
ties in Brennemann in minutes for just a 
few pennies a day. You actually save 
time by speeding diagnosis and treat- 
ment.:Above all you are always sure you 


did everything possible. 


NEW CHAPTERS THAT HAVE JUST BEEN PUBLISHED 


Basal Metabolism in Infants and Children—Chickenpox—German Meas! M Rheumatic Fever and 


Chorea—Salmonella Suipestifer (Hog Cholera Bacillus) Infecti Smallpox and Vaccination—Tularemia— 


P 


Brucellosis—Snake Poisons and Their Antidotes—Bronchial Asthma—Brain Abscess—Diseases of the Eye—The 


Ammoniacal Diaper, Ammonia Dermatitis, and Ulceration of the External Urinary Meatus 
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Birmingham, Alabama 
“Thank you for your kindness, I 
must say I have never heard of any 
publisher going farther out of the 
way to keep a customer satisfied. 
I’ve had my Brennemann since 1938.” 


Henderson, Nevada 


“Brennemann’s Practice of Pediatrics 
has proved more than its worth in 
the short time we have had the 
volumes.” 

Ontario, Canada 
“I am the recipient, monthly, of the 
International Medical Digest as I 
own a set of Brennemann’s Pedi- 
atrics. The abstracts are very much 
appreciated and valued for the con- 
densed and up-to-date information 
contained in them.” 

Boston, Mass. 

“May I take this opportunity to 
commend you upon the excellence of 
these volumes and to thank you and 
the editor for making information on 
Pediatric subjects available in such an 
interesting and convenient way.” 


San Francisco, Calif. 
“T feel that the combination of Tice, 
Brennemann and Davis is a must in 
the library of the serious general 
practitioner.” 


LOOSE-LEAF VOLUMES 


Brennemann loose-leaf bindings enable you to easily and quickly replace old pages with the new. The 
recently published revisions dramatically reflect our policy of sparing neither time, effort, nor money 


Pediatricians and General Practitioners praise the 
help given them by BRENNEMANN-McQUARRIE. 


These unsolicited letters tell why Physicians “(Make it a 
habit to consult Brennemann.”’ 


BRENNEMANN-McQUARRIE’S PRACTICE OF PEDIATRICS IN FOUR 


to insure that these volumes will forever be regarded as the “Bible of Pediatrics.” 


THE INTERNATIONAL MEDICAL DIGEST —published monthly—contains abstracts 
of the important current literature from the leading Medical Journals of the world. A loose-leaf Binder 
is supplied annually for filing the digests. Each month’s issue is cumulatively indexed. These files 
of Digests make a very valuable addition to your library. 


THE CONSULTING BUREAU— A: various times during the year you have felt the need 
for information that was not readily available in your library, your town or city. A request to the 
Consulting Bureau stating your literature needs is all that is required for you to get the desired infor- 
mation. The material is yours to keep. This is a veritable gold mine in its money and time-saving 


aspects. 


Hagerstown, Maryland 


Please send me further information about: 
(| Brennemann-McQuarrie's Practice of Pediatrics 
(1) LEWIS-WALTERS Practice of Surgery 


|} Tice’s Practice of Medicine 


() Davis’ Gynecology and Obstetrics 


Name 


ADDRESS___ 
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disease entities. The volume is profusely illustrated 
with 107 full pages of portraits and reproductions from 
original articles and case histories. 

The book was written, its preface states, because no 
previous attempt had been made to gather the most 
significant of the clinical dermatologic writings and to 
establish as near as possible some date (1796), as the 
beginning of modern dermatology. The book is a com- 
pletely historical compilation. In my opinion it was 
written mainly for specialists as a reference book. 
Omitted, except on one or two occasions, are all etio- 
logic and therapeutic factors. 

Early diagnoses were made principally on minute 
description of certain skin lesions associated with body 
reactions. Differential diagnoses and classifications were 
made on geographic distribution, nature of skin lesion, 
body reaction, and history as described by Dr. R. 
Williams in 1808. 

For the modern doctor who is in private or general 
practice of medicine, the book is only of value as a 
classic. Modern treatment of skin diseases has changed 
much since the original descriptive writings of the early 
investigators. The present-day physician may learn 
something from the detail in these descriptive writings 
of various skin lesions, but he must resort to a modern 
treatise on skin disease for etiology, clinical diagnosis, 


and therapeutics. —Paut A. Davis, M.D. 


Surgery of the Biliary Tract, Pancreas and Spleen. By Charles 
B. Puestow, M.D. Pp. 358. Price, $9.00. The Year Book 
Publishers, Chicago, 1953. 


This little volume deals with the liver, the extrahe- 
patic biliary system, the pancreas, and the spleen. It is 
well printed, well illustrated, and highly readable. 

The reviewer knows the author as one of America’s 
most capable surgeons who spent several years in the 
preparation of this fine little volume. The general prac- 
titioner will greatly benefit from reading it. 

—R. B. Rosins, M.D. 


Salmoneliae and Shigellae. By Alfred J. Weil, M.D. and Ivan 
Saphra, M.D. Pp. 252. Price, $7.75. Charles C Thomas, 
Springfield, Ill., 1953. 


This is a book intended primarily for the bacteriolo- 
gist in order to promote a better co-operation on his 
part with the clinician and epidemiologist. It considers 
the historical aspects of these two members of the family 
of Enterobacteriaceae, helping to clear up in good part 
some of the confusion attached to the use of various 
terms relating to the Salmonellae and Shigellae. 

Considered in this short volume are the biologic and 
immunologic properties of Salmonellae and Shigellae, 
isolation and cultural methods, serologic differentia- 
tion, and a consideration of natural and immune re- 
sistance. There are also separate chapters dealing with 


the Widal test, bacteriophages, and some aspects o} ihe 
sulfonamides and antibiotics. 

This volume has little to recommend itself to an ii- 
clusion in the reading material or library of the aver:ige 
general practice man, and for the reviewer it has ser: ed 
only to add background knowledge to this field of 
medicine. —W. W. Sackett, Jr., M.D. 


Renal Function. Transactions of the Fourth Conference. 
Edited by Stanley E. Bradley, M.D. Pp. 189. Price $3.50. 
The Josiah Macy, Jr., Foundation, New York, 1953. 


To appreciate this book, one must have some knowl- 
edge of the functional architecture of a Macy Confer- 
ence. Scientifically, it lies somewhere between a New 
England town meeting and a Congressional hearing. 
The group begins with a hard core of investigators who 
bring organized basic experimental data relating to the 
provocative, unsolved problem at hand. These data are 
manipulated by supplementers with piecemeal data of 
their own, interpreters who fuse fact into theory, dis- 
senters, scoffers, elders who lend historical perspective, 
doubters who don’t see why, technical critics who don’t 
see how, and guests who do see a fascinating panorama. 
The object of all this is simply stated—cross-fertilization 
by a multidiscipline approach to an unsolved medical 
question. Fertilization on any biologic level seems to be 
enjoyable and this Fourth Conference is not an excep- 
tion. 

The content of the Fourth Conference can, however, 
be termed exceptional. It is an ultrabasic approach to 
what is perhaps the most difficult segment of physiol- 
ogy: water and ion transport across living membranes. 
The volume includes enlightened discussion on fluid 
compartments, ion exchanges, intercompartmental 
shifts of water and ions, the physicochemical character- 
istics of transport mechanisms and detailed facts about 
specific living membranes such as frog skin, intestinal 
and renal epithelium. There are many fine comments on 
studies done with the recently developed carbonic an- 
hydrase inhibitors. 

I cannot picture anyone appreciating the content of 
this book without some background in electrolyte physi- 
ology. However, it is a fine insight into the value and 
method of the Macy Conference and an important refer- 
ence work for those general practitioners with a special 
interest in fluid and electrolyte problems. 

—Georce E. Scureiner, M.D. 


Treatment of Toxic Goiter with Radioactive lodine. By Lindon 
Seed, M.D. and Theodore Fields. Pp. 103. Price, $3.75. 
Charles C Thomas, Springfield, Ill., 1953. 


Probably the first of the medically useful isotopes, 
radioiodine, appears, at present, to be the most effective 
clinically, and a good working model for a study of this 
fascinating new field. Its selective absorption peculiarly 


GP « Volume IX, Number 4 


ij 

2 
pes: 
oy 
4 
We 
a 
122 


fits it for limited and controlled irradiation of the thy- 
roid gland. 

This new therapeutic measure can aid you in the 
management of thyrotoxicosis. No advanced course in 
nuclear physics is required. This monograph includes 
an admirably condensed chapter on the basic concepts 
of radioactivity, followed by a most adequate develop- 
ment of the theoretical and practical aspects of ['*), 
Sufficient clinical experience is incorporated, numerous 
graphs contribute to clarity, and this work is easily read. 

—Francis T. Hopces, M.D. 


Vv diography. By George E. Burch, M.D., J. A. 


Abildoskov, M.D., and James A. Cronvich. Pp. 173. 
Price, $5.00. Lea & Febiger, Philadelphia, 1953. 


This book represents a compilation of the data pre- 
mnted as part of the scientific exhibits at the June, 1952, 
seeeting of the American Medical Association, and in the 
various published reports of studies conducted by the 
authors at Tulane University School of Medicine. 

The print is large and easy to read. There are 121 
correlated illustrations to enhance the data presented. 
At times the concise presentation leaves one waiting for 
further explanation which does not follow. 

This attempt to present in a simplified manner the 
somewhat complex basis and concepts of spatial vector- 
cardiography is to be commended, but in spite of a 
compact, orderly, well-printed and illustrated presenta- 
tion, this book has little, if anything, of a practical na- 
ture to offer the general practitioner. It will, however, 
appeal to those cardiologists or internists desiring a 
general evaluation of the methods, instruments, and 
progress of this complex technique of study of the 
human heart. —Bruce I. Suniper, M.D. 


Rehabilitation of the Handicapped. By Henry H. Kessler, M.D. 
Pp. 275. Price, $4.00. Columbia University Press, New 
York, 1953. 


Dr. Kessler makes a strong plea for the complete and 
thorough rehabilitation of the disabled no matter what 
the cause of the disability or the cost involved. He feels 
that only at well-organized and completely staffed re- 
habilitation centers can adequate rehabilitation be de- 
veloped. He stresses two main types of disabilities, the 
static and the dynamic. An example of the former type 
is an orthopedic defect such as one would see following 
an attack of acute poliomyelitis. An example of the 
dynamic type would be a case of deformity that results 
from rheumatoid arthritis. The static type is an end 
result, while the dynamic type deals with continuing 
recurrences. 

Dr. Kessler also uses a term which he calls “the 
human safety factor.” He states that this factor is the 
predominating force that stimulates the processes of 
rehabilitation to develop. According to Dr. Kessler, the 
human safety factor is really a compensating mechanism 
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that enables the blind to develop sensitive fingers for 
braille. It helps an amputee to develop the remaining 
members to compensate for those lost. 

There are four parts to the book, each part dealing 
with a problem in rehabilitation. The first part considers 
those who are disabled, from the crippled child to the 
aged. The second part deals with the mechanics and 
psychology of rehabilitation. The third part deals with 
the practical problems involved in dealing with the 
various types of disabilities, and the last section con- 
cerns itself with all the legislation to date on a national 
level implementing the facilities for rehabilitation at 
state and local levels. 

In the last chapter of the book, Dr. Kessler writes, 
“It has been our thesis that public prejudice toward 
the disabled is so great as to constitute the greatest 
obstacle to rehabilitation. The fundamental and deep- 
seated aversion is so insidious and powerful that many 
outwardly sympathetic persons do not realize the basis 
of their inwardly truculent attitude. . . . Yet the basis 
for the hostile attitude rests on so powerful an emotion 
that intellectual arguments and demonstrations are of 
little value. No advertising campaigns can modify it. 
Thirty years of organized effort on behalf of the disabled 
have produced only limited results. The war periods 
were favorable not because of a change in attitude but 
because of need. Certainly we must continue this strug- 
gle against this monster of prejudice. Certainly we must 
arouse the general public and the professions to their 
responsibilities. ... There is only one real hope for 
the disabled. . . . Provide them with the physical and 
vocational equipment that will enable them to face the 
challenge of competition. ... The physically handi- 
capped are extraordinary in that they seek but an ordi- 
nary destiny. This then is their challenge to us. Give 
us the opportunity to realize that destiny!” 

Throughout the book the author emphasizes and re- 
emphasizes, and many times overemphasizes, the im- 
portance of viewing the disabled person as a physiologic, 
emotional, and psychologic unit. He says, ‘One of the 
factors that seriously affects our evaluations is the fail- 
ure to view the individual as a whole. The individual 
does not act as a series of separate structural units or 
functions, but rather as a psychophysical entity. Mind 
and body cannot be divorced from the need of meeting 
each problem in an integrated way. ... Physical ex- 
amination can reveal a pathological state (diabetes), or 
a functional or anatomic defect (amputation), but it 
has no means of determining the way the whole body 
meets its physiological and social requirements.” 

In describing the organization of a rehabilitation 
program and center, no mention is made of the part the 
family doctor should play in this whole setup. In the 
entire book the only place the family doctor is mentioned 
is in the following quotation, taken from the chapter 
which discusses the treatment of Workmen’s Compen- 
sation cases: “The medical profession wishes to retain 
the time-honored prerogative of the patient’s free choice 
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of a physician but the companies insist that the selection 
should be made by them since they pay the bill. There 
are numerous abuses on both sides. The patient does 
-not always choose wisely; a general practitioner who 
spends most of the time doing obstetrics may be called 
upon to treat a compound fracture of the femur, with 
disastrous results. Many companies have on file X-rays 
of these bad end results which form a museum of medi- 
cal malpractice. On the other hand, the companies fre- 
quently hire physicians not on the basis of professional 
merit but because of financial considerations.” 

The book deals with many controversial issues. One 
is the recommendation for a compulsory universal 
health record. This calls for the establishment of a 
system of compulsory registration and annual health 
reporting. As Dr. Kessler states, “By this I mean that 
from birth to death, a complete record of the health of 
every individual in the country would be on file in most 
of the states. The birth record is already on file in most 
of the states. This service then would pick up from there 
and extend supervisory health service to the adult in 
the following way. Each year the state department of 
health sends to the parent or patient a request to have 
him or his physician report the record of any illness or 
examination for the year. The nature, duration, and 
complications would thus be recorded. Along with thie 
request he would be urged to have his defects corrected 
by his private physician or by public facilities, if he is 
unable to afford private medical care. The individual is 
not compelled to have these defects corrected, but 
initial registration and annual reporting is compulsory.” 
It appears to this reviewer that such a system of com- 
pulsory health registration would have political over- 
tones. 

The book contains much valuable information and 
many statistics concerning the physically handicapped. 
It should be useful to vocational guidance counselors, 
personnel directors, medical-social workers, psychiatric 
social workers, and others associated with the rehabilita- 
tion of the physically handicapped. The general prac- 
titioner will find little in the book to repay him for the 
time involved in reading it. 

—Aaron H. Hortanp, M. D. 


Planning Guide for Radiologic Installations. Edited by Wendell 
G. Scott, M.D. Pp. 336. Price, $8.00. The Year Book 
Publishers, Inc., Chicago, 1953. 


This book was compiled by the Committee on Plan- 
ning of Radiologic Installations of the Commission on 
Public Relations, American College of Radiology. 

It is intended as a guide for planning of radiology de- 
partments in hospitals and also for private radiology 
offices. 

The various problems involved are discussed sepa- 
rately by radiologists, architects, and technical experts 
from x-ray manufacturing firms. Reception rooms, 
business offices, dark rooms, fluoroscopic and diagnostic 
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rooms, therapy rooms, and their necessary adjuncts are 
discussed in general with relation to patient, technical, 
and physician traffic. No definite plans are given be- 
cause it is felt that every installation is a separate prob- 
lem and this work is intended only as a guide. The vol- 
ume is attractively prepared, the style and printing 
easily legible, and sufficient illustrations make the text 
clear. 

The book is of little value to a general practitioner, 
but of use to radiologists and architects who are in- 
terested in hospital and medical office buildings. 

—Sicmunp Newman, M. D. 


An Atlas of Pelvic Operations. By Langdon Parsons, M.D. and 
Howard Ulfelder, M.D. Pp. 231. Price, $18.00. W. B. 
Saunders Co., Philadelphia, 1953. 


The authors have presented the pelvic and abdominal 
operations commonly used by the Joe Vincent Meigs 
school of gynecologic surgery. The introductory pages 
for each section of this interesting atlas outline the pur- 
pose and pitfalls of the procedures which follow. 

Each operation is illustrated by a progressive series 
of sketches. These topographic drawings contain only 
essential anatomic detail. The short descriptions of 
each illustration are excellent. The book’s format allows 
the text to fit in perfectly with the illustrations. The 


section on operations for malignant disease is a particu- 
larly fine contribution to gynecologic surgery. 

The practitioner’s use of this atlas presupposes a 
complete knowledge of normal pelvic and abdominal 
anatomy as well as experience in gynecologic surgery. 
This atlas provides a practical and ready reference to 
the detailed steps in certain pelvic operations. 

—Joun Parks, M.D. 


Diagnosis of Acute Abdominal Pain. By William Requarth, 
M.D. Pp. 243. Price, $5.00. The Year Book Publishers, 
Inc., Chicago, 1953. . 

Dr. Requarth’s new handbook will be of great value to 
interns and residents, as well at to medical students 
learning the art of surgical diagnosis. This book will 
also be of aid to practicing physicians and surgeons 
who need to brush up on the diagnosis of acute ab- 
dominal conditions. The handbook combines a useful 
section on physical diagnosis as it applies to acute ab- 
dominal emergencies, and a system for differential 
diagnosis based upon the location and type of pain, 
physical findings, laboratory studies, and clinical judg- 
ment. 

A separate chapter on acute intestinal obstruction is 
presented because of the importance of making this 
diagnosis early on the basis of history and findings 
alone. Other diseases are divided into those which re- 
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quire immediate surgery, those for which operation can 
be delayed, and those for which surgical intervention is 
regarded as being contraindicated or harmful. 

A section on traumatic wounds of the abdomen is 
well presented, as well as a chapter on abdominal emer- 
gencies in infants. Illustrations are well chosen and 
clearly presented. Each chapter is followed by a short 
bibliography. 

This book should prove valuable to those willing to 
study it and digest its contents. 


—Wiuuam S. McCune, M. D. 


Regional Block. By Daniel C. Moore, M.D. Pp. 373. Price, 
$11.00. Charles C Thomas, Springfield, Ill., 1953. 


The author states in his introduction that “the ob- 
jective of this book is to present to the general practi- 
tioner and to the specialist, particularly the embryonic 
anesthesiologist, a concise outline of the everyday 
phases of regional analgesia. Since the book is intended 
for the beginner, it was not compiled with the intent of 
covering all phases and methods of regional analgesia.” 
Any criticism of this book should take into account its 
stated objective and consider the fact that this is a 
handbook for use in the clinical practice of medicine 
and surgery. 

Part I of this book, ‘Fundamental Considerations,” 
should be read periodically by all doctors who admin- 
ister regional block. It is an excellent summary, regard- 
less of what procedures or technique the physician may 
be employing. The general practitioner will find that all 
the procedures which he may desire to perfect for surgi- 
cal anesthesia, diagnostic or therapeutic block are 
included here. The description of each regional block 
is described in helpful fashion. First of all, the author 
outlines the indications for such procedure. He next 
presents a brief but adequate description of the anatomy 
involved. Following this, the author presents several 
suggestions for premedication, giving specific dosages. 
Before embarking on the detailed procedure for each 
block there are also listed the drugs and materials 
necessary for the block. The actual technique and pro- 
cedure for the administration of the regional analgesia 
is described in much detail and with very adequate 
illustration. Such important factors as landmarks, the 
positioning of the patient, and precautions, as well as 
the actual procedure, are carefully described. It is un- 
fortunate that there are some apparent typographic 
omissions, and the usage of such terms as “downward, 
upward, inward, backward” is oftentimes confusing. 
The effects of the anesthesia are usually summarized, as 
well as an adequate and concise description of possible 
complications. Treatment for such complications is also 
adequately outlined, including specific and detailed 
description of dosage and procedures. Concluding the 
chapter on each block is a concise summary. 

Some readers may criticize this book as having too 
much repetition or feel that inclusion of comparable 
dosages, measurements, and drug names, which are 
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included in parenthesis when one system or nomen- 
clature is used in preference to another, makes the 
reading of this book more difficult. This is a handbook, 
and it is not intended to be read from beginning to end. 
It should rather be used as a ready source of information 
in order that the doctor may learn one specific block 
technique at a time. Each block is treated individually 
and should be studied separately. 

For the general practitioner who administers regional 
analgesia and for those who desire to learn the tech- 
niques of therapeutic and diagnostic blocks, this book 
offers a concise and practical approach. 


—Watter W. Tititman, Jr., M. D. 


Health and Human Relations. Sponsored by the Josiah Macy, 
Jr., Foundation, New York. Pp. 192. Price, $4.00. The 
Blakiston Company, New York, 1953. 


This is a report of the proceedings of a conference 
held at Hiddesen, Germany, on the postwar problems 
of Germany and their effect on the personal and health 
relations of the German people. 

Several attempts to read this verbose publication 
failed to impress me. It is, of necessity, a disjointed 
report, since the subjects discussed by those present at 
the conference are varied and multifaceted, and the 
participants come from many and varied professions and 


nations. Though such a conference is a laudable enter- 
prise, its report can hardly be classified as good read- 
ing except to those intensely interested in the specific 
problems confronting postwar Germany. I certainly 
cannot recommend the book for American general 
practitioners. —Horace W. Esusacnu, M.D. 


Textbook of Gynecology. By John I. Brewer, M.D. Pp. 532. 
Price, $10.00. The Williams and Wilkins Co., Baltimore, 
1953. 


This is a textbook designed primarily for teaching 
gynecology to students and interns. The approach used 
is that of taking a symptom and integrating the disease 
entities producing that symptom. This method of 
teaching increases and holds student interest, and pre- 
pares him to better face the daily problems of practice. 

The book is divided into two parts. The first is more 
didactic and deals with specific diseases and tumors of 
the female genitalia; whereas, the second part is de- 
voted to symptoms, such as abnormal uterine bleeding, 
leukorrhea, pelvic pain, and amenorrhea. 

The book is well written, brief, easily read, and de- 
serves the attention of students for its information; and 
of authors for a more modern approach to medical 
school education. 

—James D Murpuy, M.D. 


calcium from the mother even if 


"GIVES THE MOTHER 
WHAT THE | 
FETUS TAKES 


Pregnancy makes unusual nutritional 
demands on the mother. CALFERBEE 
supplies the nutriments known to be © 
depleted by the demands of the fetus. _ 

gastric-resistant coated tablet 

not only assures better tolerance, but 

“also assures maximum absorption of © 
the contents for 
effect. 

Each swallowed tablet 
vides 400 mg. tribasic calcium phos- 

phate, 100 mg. ferrous sulfate exsic- 
cated, the minimum daily requirement 
of vitamin D, thiamine and ascorbic 
acid, that of riboflavin 


- CARROLL DUNHAM SMITH PHARMACAL COMPAN 
7 ow Brunswick, New Jersey - Established 1844 


"The fetus demands and aets 
GP + April, 1954 _ 


time: 
‘ “overworked 
blues’ 


To help this patient over the hurdle of dejection and at the same time provide 


an aid to relaxation—so that both mental and physical energy can be renewed— 


Syntil combines the two actions needed in this condition: 


1. to impart a sense of well-being and energy, to help the patient feel more 
ie alert—less overwhelmed with the feeling of fatigue—Syntil supplies 
the sympathomimetic, Syndrox® Hydrochloride, 2.5 mg. per tablet... 


2. and to reduce nervous tension, promote relaxation, overcome insomnia— 


Syntil supplies the mild, prolonged action of the “daytime sedative,” 


Butisol® Sodium, 15 mg. (14 gr.) per tablet. 


SYMPATHOMIMETIC-SEDATIVE 


Tablets, imprinted ‘McNeil’ 
100’s and 1,000’s 
Samples on request 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 


q 
rie 
2a 
“= 
g 
| 
| 


Academy Reports and News 


Ohio Chapter and Insurance Council Hold Conference on Health Insurance 


Health Insurance Problems of Nation's 
Doctors, Insurance Companies Aired 


Tue year 1953 closed in Ohio with a conference on 
one of the biggest problems in the entire nation— 
health insurance—with representatives of the na- 
tional Health Insurance Council and members of the 
Insurance Committee of the Ohio chapter of the 
A.A.G.P. meeting December 17 in Columbus. 

The purpose of the meeting as reported by one 
of the representatives, Dr. George Lemon, president 
of the Ohio chapter, was the necessity for the med- 
ical profession and the health insurance business to 
exchange information about the methods they use 
and the problems they encounter in the conduct of 
their professional or business activities. It was real- 
ized that the public interest must take precedence 
over the interests of either group. 

This insurance council, which represents 88 per 
cent of the accident and health insurance business 
in the country today, stated that the insurance 
industry cannot afford to take over unlimited re- 
search in new fields of endeavor and it will be up 
to the doctors through Blue Cross-Blue Shield, etc. 
to help finance the various insurance coverages from 
the medical care standpoint. 

The insurance men also pointed out that most 
anything can be insured if a person can afford to 
pay a high enough premium. However, in any insur- 
ance the premium will depend largely upon the po- 
tential volume of use. 

Controls must be individual to prevent the exces- 
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sive use of insurance on the part of the insured as 
well as the doctors, hospitals, and laboratories pro- 
viding the service. The doctors agreed that the med- 
ical profession must take an active part in eliminat- 
ing the evils that now exist and local groups, as well 
as national groups, must be activated to study the 
problem. 

Furthermore, some method must be developed to 
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reach employers and labor unions, to educate them 
in the field of medical practice so they will ask for a 
more equitable type of coverage which will not handi- 
cap the doctor from caring for his patient. 

The general practitioners suggested that medical 
care come under five fields depending on the se- 
verity: 

1. Professional care, including the diagnosis and 
supervision of treatment. 

2. Laboratory, x-rays, blood chemistries and 
counts, urinalysis, etc. 

3. Drugs, oxygen, blood transfusions, intrave- 
nous, medications, etc. 

4, Lay help in the home, or visiting and profes- 
sional nursing care in home or hospital. 

5. Hospital care—cases that cannot be taken care 
of at home or in the office. This may also include 
nursing homes. 

They also suggested that in case of accident, the 
deductible principal could possibly be discarded— 
similar to sickness and hospital insurance, starting 
the first day of the accident versus the 7th, 14th, or 
30th day of illness. 


Ten doctors representing Ohio, James Andrews, 
Jr. and Richard J. Eales of Life Insurance Associa- 
tion of America and Morton D. Miller of Equitable 
Life Association Society participated in the dis- 
cussion. 

Means by which health insurance might be made 
more effective from the general practitioner’s view- 
point, which were pointed out by Dr. Lemon, in- 
cluded: 

**The development of policies which will cover the 
full cost of general medical care but which incor- 
porate a deductible ($25 or some similar amount) 
and co-insurance of the cost above the deductible. 
(For example, the insurance might provide 75 per 
cent coverage of this amount.)” 

Coverages of costs of general medical services, 
not involving surgery, have developed more slowly 
than the other plans. The plan most limited in scope 
provides only for hospital calls. With limited hospi- 
tal bed space this is causing a break in the doctor- 
patient relationship. There is the pressure from pa- 
tients to put them in the hospital so they can utilize 
their insurance. 


. “THE NEAREST APPROACH TO THE CONTINUOUS 


INTRAGASTRIC DRIP FOR THE AMBULATORY PATIENT” * 


‘NULACIN 


A pleasant-tasting tablet...to be dissolved slowly 
in the mouth...not to be chewed or swallowed... 
made from milk combined with dextrins and maltose 
and four balanced nonsystemic antacids...** 


Promptly stops ulcer pain...holds it in abeyance... 


hastens ulcer healing. 


In tubes of 25 at all pharmacies. Physicians are in- 
vited to send for reprints and clinical test samples. 


*Steigmann, F., and Goldberg, E., J. Lab. & Clin. Med. 42:955 (1953). 
**Mg trisilicate, 3.5 gr.; Ca carbonate, 2.0 gr.; Mg oxide, 2.0 gr.; 


Mg carbonate, 0.5 gr. 


HORLICKS CORPORATION 


armaceutical Division * RACINE, WISCONSIN 
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At Last—First Step in Headquarters 
Building Construction Started in March 
Occupancy of Building Assured by Early 1955 


AFTER more than three years of planning, property 
maneuvering and fund solicitation, the initial step 
toward actual construction of the Academy’s Head- 
quarters Building was taken on March 15. This also 
marked the culmination of several months of nego- 
tiations with the owners of the Twin Oaks apartment 
project, directly to the south—negotiations which 
resulted in a trade of properties, release of the Acad- 
emy from the twenty-year mortgages on the Oak 
and Volker corner, and payment to the Academy of 
$60,000 in cash. This additional cash brought the 
Building Fund to within $7,000 of the total stipu- 
lated by the Board as the “go ahead” point on actual 
construction. Convinced that the remaining $7,000 
would easily be raised during the Cleveland Assem- 
bly, the Executive Committee authorized the archi- 
tectural engineers to proceed. 

Actual excavation will not begin until about June 
30, after we have advertised for bids and the con- 
tracting firm has been selected. But on March 15 


the engineers did make their initial borings, to « -- 
termine the type of footings the foundation would 
require. Present at this “ceremony” were Dr. Milion 
Casebolt, representing the Building Committee, \{r. 
Mac F. Cahal, Executive Secretary of the Academy ; 
and the heads of the architectural firm, Mr. L. P. 
Andrews and Mr. H. R. Hutchins. With this essen- 
tial information at hand, a staff of engineers and 
draftsmen are now busily engaged in working up 
the many pages of specifications and the hundreds 
of detailed working drawings on which contracting 
firms will base their cost estimates and their bids. 
So March 15 is an important date to the American 
Academy of General Practice—the first physical 
step toward construction of its own Headquarters 
Building to house its many and growing activities 
—a building which will also stand as a symbol of 
the Academy and of the dignity of general practice. 
Four years ago there were those who said it couldn’t 
be done, that this Academy was too young to carry 
through such an ambitious program, that family 
doctors were too individualistic and too lacking in 
“group spirit” to support such a venture financially. 
Others not only foresaw the imminent need for 
such a structure, but also had faith in the loyalty 
of the thousands of general practitioners who were 
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flocking to the Academy banner. They believed the 
organization was destined for a great future and that 
the membership would meet the challenge. 

Their confidence was well placed. More and more 
members caught their vision and enthusiasm. Under 
no other pressure than a recognition of the need 
for such a building, a steadily increasing number of 
individuals said “let me help, too,” and checks be- 
gan rolling into the Fund. State and component 
chapters began digging into their treasuries for con- 
tributions to supplement those of their individual 
members. Even a number of commercial organiza- 
tions, with no motivation other than a conviction 
that this Academy represented the future hope of 
the general practitioner, asked to be allowed to help. 
A series of shrewd real estate transactions on the 
part of the Executive Committee, the Building Com- 
mittee, and the Executive Secretary, produced fur- 
ther substantial additions to the growing Fund. 

All along, however, Dr. John Fowler and the 
other members of the National Building Committee 
steadfastly held that this was fundamentally a proj- 
ect for the members of the Academy—that this Head- 
quarters should be built by the individuals whom it 
was designed to serve. The bulk of the more than 
$260,000 which has gone into the Fund to date has 


come in $10, $25, and $50 checks from those indi- 
vidual members. 

So the start of construction marks not only a 
physical achievement of great import, but also a 
vindication of the belief that this Academy is grow- 
ing in strength and vitality, with a membership 
which is dedicated to its purpose and its future. 


February total 
state contributions contributions state 
Alabama... $ 10.00 
Arizona.... 
Arkansas... 
California... 110.00 
Colorado. . 80.00 


Connecticut. . 
Delaware... 15.00 
D.C. 
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contributions contributions 
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Virginia. ... 
Washington. 
West 
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Virginia. . 
Michigan. . . i i 
Minnesota... 
Mississippi. . 
Missouri... . 
Montana... 
Nebraska... 
Nevada.... 


Commercial 
Organizo- 
ti 14,075.00 
35,000.00 
20,000.00 
6, 395, 50 


2,700.00 


$2,245.00 $193,331.71 
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A pure crystalline alkaloid of Rauwolfia serpentina 


iota... — $ 105.00 
200.00 10,940.00 
ma.. 280.00 1,530.00 eta 
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612.00 Rhode 
120.00 
Florida..... 
Georgia.... 2,435.00 
Idaho...... 
Winois...... 462.50 
Indiana..... 1,450.00 
lowa....... | 13,653.00 
Kansos..... 1,290.00 
Kentucky.... 370.00 
Louisiana... 810.00 
Maine...... 1,175.00 
Maryland... 
i 1,685.00 
3,330.00 
611.00 
200.00 
255.00 
30.00 
161.61 
New 
Hampshire 
New Jersey. _ 
New Mexico. 
New York... 10.00 yi 
North Caro- 
_No other rauwolfia product offers such | 
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Winners Named for Mead Johnson General Practice Scholarships 


A GREATLY expanded Mead Johnson General Prac- 
tice Scholarship Award program now goes into its 
third year with the naming of ten winners for the 
1955 awards and five interns to receive the additional 
scholarships for 1954. 

The winners were announced during the Sixth 
Annual Scientific Assembly in Cleveland by Dr. 
Fred Humphrey of Fort Collins, Colo., chairman 
of the A.A.G.P. Mead Johnson award committee. 

The following interns were chosen for the $1,000 
awards when they begin their residencies in general 
practice this July: (See cut.) 


Walter Scott Chisholm, Jr., M.D., St. Luke’s Hospital, Denver, 
Colo. 

Dale Brenton Snow, M.D., Southern Baptist Hospital, New 
Orleans, La. 

John Basil Neal, M.D., St. Vincent's Hospital, Jacksonviile, Fla. 

Robert E. Sotta, M.D., U. S. Public Health Service Hospital, 
Norfolk, Va. 

Ocie Carl Yarbrough, M.D., Parkland Hospital, Dallas, Tex. 


Three of the winners for 1954 who were named 
last year in St. Louis have announced where they 
will take their residencies this year. Dr. Ray E. 
Bullard of Waco, Tex. will go to University Hos- 
pitals at State University of Iowa, Iowa City. 
Delbert D. Griffith, M.D. of Bristol, Vt. will take 
his residency at White Cross Hospital, Columbus, 
Ohio, and Robert N. Humphrey, M.D. of Denver, 
Colo., will be at Denver General Hospital. Dr. 
Arthur James Stevenson of Cincinnati, Ohio, and 
Dr. Arch T. McCoy of Richmond, Va., are the other 
two interns who begin their residencies this year. 

The ten winners, who will receive their awards 
when they begin their residencies in July of 1955, 


are all medical school seniors (see cué). 


Gerard J. Van Leeuwen of State University of lowa. 

Norman R. Bates of Albany Medical College. 

Donald Paul Smith of New York University. 

Sanders A. Frye, Jr. of Western Reserve University. 

Robert F. Elizey of the University of Oklahoma. 

Robert M. Worth of the University of California. 

John Munn Heng of Medical College of Georgia. 

Daniel J. Murphy of Stritch School of Medicine of Loyola 
University. 

John Harmon Phillips of Indiana University. 

John Thibaut Kaemmerlen, Jr. of Boston University. 


When the Mead Johnson General Practice Scholar- 
ship Award program was initiated in 1952, Mead 
Johnson Company of Evansville, Indiana set up a 
fund which was to be administered annually by 
the Academy to five outstanding medical school 
seniors in the country who wished to take a general 
practice residency. 

This year the Mead Johnson award committee was 
notified that the fund had been increased to make 
possible the selection of 10 winners for $1,000 
scholarships, starting this year. 

With Dr. Humphrey on the committee are Dr. 
Mary E. Johnston, Tazewell, Va.; Dr. W. B. 
Hildebrand, Menasha, Wis.; Dr. Walter L. Portteus, 
Franklin, Ind.; Dr. W. B. Glismann, Oklahoma 
City, Okla.; and Dr. R. E. Heerens, Rockford, IIl. 


University of Utah Reports Good Response 
To Open-Circuit TV Postgraduate Courses 


Tue University of Utah College of Medicine has 
opened a new educational frontier by the use of 
open-circuit television for postgraduate medical 
education. The results of an objective evaluation of 
four programs offered to physicians in Utah, Idaho, 
and Wyoming during November, 1953 demonstrated 
that television has opened new opportunities for 
continuing education of physicians and is of par- 
ticular value for practitioners in rural areas. 

Each of the programs was presented at 7:00 a.m. 
Physicians in 43 cities and towns in Utah, Idaho, 
and Wyoming listened to the programs and their 
co-operation in the evaluation study showed their 
interest in TV education. 

Within these 43 towns and cities, 50 per cent of 


1955 Winners are senior medical students. Shown left W 
right (below) Sanders A. Frye, Jr. of Western Reser 
University; Donald P. Smith of New York Universit; 
Robert F. Ellzey of the University of Oklahoma; Daniel I 
Murphy of Stritch School of Medicine at Loyola Univ 
sity. On opposite page (left to right) are John Munn Heng 
of Medical College of Georgia; Robert M. Worth of th 
University of California; Norman R. Bates of Alban 
Medical College; and Gerard J. Van Leeuwen of St 
University of Iowa. 
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Additional 1954 winners. Five interns were selected as additional winners for the 1954 Mead Johnson General 


Practice Scholarship awards. These young physicians who will begin their residencies this July are: Left to 
right, Dr. John B. Neal of Jacksonville, Fla.; Dr. Walter S$. Chisholm of Denver, Colo.; Dr. Robert E. Sotta of 
Norfolk, Va.; Dr. Dale Brenton Snow of New Orleans, La.; and Dr. Ocie Carl Yarbrough of Dallas, Tex. 


the 700 physicians attended television medical 
school. Sixty per cent of all rural physicians in this 
area viewed the television clinics proving the value 
of this medium for the country doctor. Of the doc- 
tors who were viewers of this series, 75 per cent 
reported they had gained new medical facts and 
over 65 per cent said that television was the best 
form of postgraduate medical education yet tried. 

There were no evidences of public apprehension 
or concern because of the programs since less 
than one per cent of the lay population looked at 
this early morning television. 

The Utah medical school has pioneered in the 
postgraduate field and has had particular concern 
about the educational opportunities of rural 
physicians who are unable to leave their busy prac- 
tices in isolated areas to attend courses at the 
medical center. 


Report on Postgraduate Education Survey 
At Annual Education, Licensure Congress 


PosTGRaDUATE education was one of the chief topics 
presented during the three-day Fiftieth Annual 
Congress on Medical Education and Licensure held 
February 7-9 in Chicago. 

Dr. Douglas Vollan of the Council on Medical 
Education and Hospitals of the A.M.A., who directed 
a recent survey on postgraduate education for the 
Council, presented a preliminary report on the 
survey’s findings. 

The survey covered the academic year 1952-53. 
Of the 18,000 physicians contacted, 30 per cent 


participated in the survey. These physicians aver- 
aged 101% days a year in attendance at postgraduate 
courses, in addition to attendance at medical 
society and hospital staff meetings. Eighty per cent 
felt they need to spend more time at postgraduate 
study. 

Dr. Vollan listed five main areas of activity 
which have to do with postgraduate education: 

1. Reading of the medical literature. 

2. Professional contacts with colleagues, con- 
sultants, etc. 

3. Participation in hospital staff meetings and 
conferences. 

4, Attendance at national, state, local, and special 
medical society meetings. 

5. Attendance at postgraduate courses. 

Ranked in order as to physician preference, 
reading was way out ahead. The others, following 
in order of choice, were postgraduate courses, 
professional contacts, hospital staff meetings, and 
medical society meetings. 

Another interesting finding was that in 1952-53 
some sort of postgraduate program had been offered 
in every state of the union. 

The American Academy of General Practice was 
represented at the meeting by immediate Past 
President U. R. Bryner of Salt Lake City, who par- 
ticipated in a panel discussion of the survey, and 
Dr. William J. Shaw of Fayette, Mo., an A.A.G.P. 
Board member, chairman of the Academy’s Com- 
mission on Education, and vice-president of the 
Missouri Board of Medical Examiners. He spoke 
on the First World Conference on Medical Education, 
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NOW... Better assimilation 
of calcium in the 
diet of pregnancy! 


A report of a significant clinical study 


Recently investigators have agreed that maximum assimilation of cal- 
cium in the prenatal diet can be achieved through use of a phosphorus- 
free form of calcium. Now further proof of this concept is available 
through the work of Gross, Wager and Loving,* who conducted a 
series of biochemical determinations following the use of CALCISALIN, 
and compared them with the findings from two control groups. A 
portion of the results is shown in the following table: 


reporting neuro-muscular complaints 
Initial Value After 4 weeks Per Cent Per Cent Per Cent 
(mg. per 100 ml.) |(mg. per 100 ml.) Change Change Change 


8.89 10.70 +17.0 — 8.0 —3.5 
4.08 3.21 —22.0 + 3.5 +6.0 
6.65 6.70 + 1.0 + 45 =i 


4.10 5.0 +18.0 — 6.0 


+35.0 


*CALCIUM METABOLISM IN PREGNANCY, Gross, M., Wager, H. P., 
loving, M., Bulletin of the Margaret Hague Maternity Hospital, 

1953. (From the Sagat of Biochemistry, Margaret Hague 
ake Hospital, Jersey City, N. J.) 


( Calcisalin a= a new principle in prenatal s ys 


mentation. In it calcium lactate replaces dicalcium 


hosphate; aluminum hydroxide gel removes ex- 
cess dietary phosphorus fr amy the intestinal tract; iron and vitamins are 
included according to recommendations of the National Research Council. 
To help you make your own evaluation of Calcisalin we will send, on re- 


quest, a file of literature including a reprint of the study described above, 
and a supply of samples. 


Fre we 


930 NEWARK AVENUE, JERSEY CITY 6, N. J. 
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Total Calcium 
Total Protein 
a Calculated 
lonic Calcium —0.9 
Ratio: lonic 
Calcium Phosphorus 1.09 1.35 —11.0 
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a project in which he has been greatly interested. 

Appearing with Dr. Bryner on the panel were: 
Dr. George N. Aagaard, dean of Southwestern 
Medical School of Texas University and chairman 
of the Committee on Continuing education of the 
Association of American Medical Colleges; Dr. 
Roscoe L. Pullen, dean of Missouri University 
Medical School; Dr. John B. Truslow, dean of the 
Medical College of Virginia; Dr. Robert Parkin, 
director of Postgraduate Education of Wisconsin 
University Medical School; and Dr. Mahlon Delp, 
director of Postgraduate Education at the University 
of Kansas School of Medicine. 

Also, Dr. John Conlin, director of Medical In- 
formation and Education of Massachusetts Medical 
Society, Boston; Dr. Robert Howard, director of 
Postgraduate Education of Minnesota University 
Medical School; Dr. Frode Jensen, assistant dean 
of New York University Postgraduate School of 
Medicine; Dr. Franklin Amos, director of pro- 
fessional education of New York State Department 
of Health; and Dr. Donald G. Anderson, dean of 
the University of Rochester School of Medicine 
and Dentistry. 


Initiative of AAGP Member Arthur Haines 
Results in New Pennsylvania Hospital 


THE new $1,900,000 St. Clair Memorial Hospital in 
Pittsburgh, Pennsylvania, which began admitting 
patients a month ago is primarily the dream-come- 
true of Dr. Arthur S. Haines of Pittsburgh, a 
member of the American Academy of General 
Practice. 

Opening of the 116-bed institution climaxed a 
10-year campaign headed by Dr. Haines to provide 
South Hills residents with a hospital in their own 
backyard. Dr. Haines sold the idea to civic and 
professional leaders in the area in 1944 and then 
quarterbacked the drive over the goal line. 

This ultramodern hospital has wall microphones 
in each room through which a patient can com- 
municate with a nurse even if he can’t do anything 
more than whisper. There are wall jets through 
which oxygen will be piped directly to the bedside 


so noisy tanks won’t have to be wheeled through the- 


corridors. There is even an automatic “shaker- 
downer” which accommodates twelve thermometers 
at a time. 

According to Dr. Haines, the ‘cobalt bomb, one 
of the latest weapons in the fight against cancer, 
and other modern therapeutic devices will be stock 
items in the hospital before long. 
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gpl for the baby 


starting on solids 


Gerber’s New Cereal “Quads”. . . individual, small-size boxes 
of Rice, Barley, Oatmeal and Cereal Food (a mixed cereal) 
.-. make it simple for the mother to introduce cereal variety. 


Gerber’s Baby Cereals, because of their low crude-fiber 


content and thorough cooking, assure easy digestibility for 
the infant who is ready for spoon-fed foods. 


Mineral amd > Gerber’s Cereals are fortified with iron to supplement pre- 
< & : natally stored iron a few weeks after birth. (One half ounce 
Vitamin whe of any cereal supplies the recommended daily dietary allow- 
ance for an infant under 1 year.) They are also enriched 

with calcium, thiamine, riboflavin and niacinamide. 
Qhp Ate > Gerber’s four cereals provide a variety of mild, pleasant 
§ wt | flavors to help develop baby’s appetite, build good eating 
omnes : habits. Pre-cooked and ially processed to provide a 


smooth, pleasing texture when mixed with milk, formula or 
other liquids. 


Corg , ! >Gerber's Rice Cereal is uniquely hypo-allergenic and, th 
! quely hypo-allergenic and, there- 
Len Qa fore, is suggested not only where allergies are suspected, 
but also as an ideal starting cereal for all babies. And a 
variety of four cereals, comparable in nutritional oie 
values, provides excellent prescription selectivity. A 


Babes are oun busines 
BABY FOODS 


4 CEREALS * 60 STRAINED & JUNIOR FOODS, INCLUDING MEATS 
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Dr. Haines, affectionately tabbed “father of the 
hospital,” takes particular pride in the General 
Practice Department which has eleven senior mem- 
bers, six associate members, seven assistant mem- 
bers, and one courtesy member. Dr. Haines is a 
member of the hospital’s board of directors. 


Dr. Hirsh, Dr. Steine Named Winners 
Of AAGP’s Third Annual M & R Awards 


Dr. Lyon Sremne of Valley Stream, N. Y. and Dr. 
Leon Hirsh of Cincinnati, Ohio have been named 
winners of this year’s M & R Awards from among 
eleven Academy members who contributed scienti- 
fic articles which were published in GP during 1953. 

Each of the winners was presented a cash gift of 
$1,000 by Dr. Harold A. Tarrant of Wilmington, 
Del., chairman of the M & R Award Committee, 
during the Sixth Annual Scientific Assembly in 
Cleveland which closed March 25. 

The two scientific articles which were selected 
by the committee as the basis for the 1953 awards 
were Dr. Steine’s article, “Simple Office Treat- 
ment of Diabetes,” which appeared in the July, 
1953 issue and “Sensible Childbirth” by Dr. Hirsh 


which was published in the February, 1953 GP. 
M & R Laboratories of Columbus, Ohio is the 
donor of these awards, now in their third year, 
which are to be presented annually by the A.A.G.P. 
to the two Academy members who contribute the 
most significant articles for publication in GP. 
The winners were chosen by a committee of three 


with Zymenol and Zymelose 


Enthusiastic praise from physicians attests to the effectiveness of Zymenol and Zymelose for 
bowel management in all age groups. Both products can help break the laxative habits of 
your patients. 
Recommend Zymenol, the emul- 
sion with brewers yeast: 


* Non-habit forming 
* Sugar free 

* No irritants 

* No leakage 


Zymelose tablets and granules 
provide SCMC and debittered 
brewer's dried yeast fortified with 
Vitamin B-1: 


¢ Bulk without bloating 
* Mild, gentle, sugar free 


© Convenient 


For your samples, please write: OTIS E. GLIDDEN & CO., INC., Waukesha 20, Wisconsin 
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On the Calendar 


AcapemMy chapter meetings and 
postgraduate courses, as well as 
other medical meetings in which 
general practitioners will have an 
interest, will appear here monthly. 


April 9-10. University of Colorado School of Medi- 
cine, course in obstetrics and gynecology for 
general practitioners, Denver. 

April 13-15. Indiana chapter, sixth annual scientific 
meeting, Indianapolis. 

April 14. Maine, New Hampshire, and Vermont 
chapters, all-day scientific meeting, Veterans 
Administration Hospital, Manchester, N. H. 


April 14-16. University of Utah College of Medicine, 
course on diseases of the chest, Salt Lake 
City. 

April 16-17. University of Texas Medical Branch 
Postgraduate Division, course in obstetrics, 
Galveston. 

April 16-18. University of California School of Medi- 
cine, symposium on emergencies: medical, 
surgical, obstetrical, Los Angeles. 

April 18-21. Tennessee chapter, third annual meeting, 
Maxwell House Hotel, Nashville. 

April 19. Arkansas chapter, spring meeting, Goldman 
Hotel, Ft. Smith, Ark. 

April 21-22. Kentucky chapter, third annual meeting, 
Netherland Plaza Hotel, Cincinnati, Ohio. 

April 25. Florida chapter, annual meeting, Hollywood 
Beach Hotel, Hollywood, Fla. 

May 2. Hawaii chapter, fourth annual meeting: 
Honolulu. 

May 3. Kansas chapter, fifth annual meeting, Munici- 
pal Auditorium, Topeka, Kansas. 

May 3-5. University of Minnesota, refresher course 
in radiology, Minneapolis. 

May 5-7. Virginia chapter, fourth annual meeting, 
Hotel Jefferson, Richmond. 

May 6, 13, 20, 25. University of Colorado, Weld 
County (Colorado) Spring Clinics, Greeley. 

May 10-15. University of Minnesota, electrocardiog- 
raphy for general physicians, Minneapolis. 

May 13. Maryland chapter, annual spring scientific 
meeting, Hagerstown. 

May 14-16. Pennsylvania chapter, sixth annual meet- 
ing, Galen Hall, Wernersville, Pa. 

May 14-16. International Meetings of Doctors in 
Alcoholics Anonymous, Akron, Ohio. For res- 


ervations address: Doctors, Mayflower Hotel, 
Akron, O. 


judges selected by Dr. Tarrant and three otier 
members of the Committee on Awards, Dr. Rich.ird 
A. Mills of Ft. Lauderdale, Fla., Dr. S. S. Kety of 
Picayune, Miss., and Dr. F. F. Pfister of Webster, 
S. D. The judges, all deans of medical schools, were 
Dr. H. Boyd Wylie of the University of Maryland, 
Dr. M. E. Lapham of Tulane University, and Dr. 
W. Clarke Wescoe of the University of Kansas. 


Regional Meeting of Commission 
On Hospitals Held in Baltimore 


REPRESENTATIVES from six states attended a regional 
meeting of the Academy’s Commission on Hospitals 
on January 24 in Baltimore, Md. The meeting was 
for the combined regions of Dr. John O. Boyd, Jr. 
of Roanoke, Va. and Dr. Lauriston L. Keown of 
Baltimore. 

The purpose of the meeting was to discuss and 
exchange information on the Academy’s policies on 
staff appointments and privileges in hospitals, and 
on the policies of the Joint Commission on Ac- 
creditation of Hospitals. 

The six states represented were Delaware, Dis- 
trict of Columbia, Maryland, New Jersey, Pennsyl- 


_vania, and Virginia. Ohio and West Virginia were 


not represented although the Ohio chapter did 
report by telephone. 


Audio-Digest Foundation Becomes Member 
Of California Medical Association Family 


Aupio-Dicrest Founpation has been set up as a 
subsidiary, nonprofit corporation by the California 
Medical Association following the recent interim 
session of the C.M.A.’s house of delegates. 

This operation, whose main goal is to give busy 
general practitioners access to the latest in the 
field of medicine without taking off from work, has 
been under way in Los Angeles for some months 
on a private basis and has attracted attention 
throughout the country. 

Audio-Digest has developed a weekly series of 
tape recordings of one-hour duration which the 
general practitioner can play in his home or office. 
Or, if his time is too occupied during his working 
or home hours, he can easily convert his tape 
recorder to plug into the cigarette lighter in his 
car and thus pick up three or four minutes’ digest 
between home or hospital calls. 

The new corporation will be governed by a board 
of trustees which will at all times consist of the 
voting members of the C.M.A. executive committee. 
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Audio-Digest is expanding its editorial board 
with outstanding members of the medical profession. 
It will proceed to develop a library of specialized pa- 
pers by nationally recognized physicians and 
teachers. Any profit from the enterprise will be 
distributed to the nation’s medical schools through 
the American Medical Education Foundation. 


Dr. Adelaide Draper Is Guest Speaker 
At South End Medical Club in Boston 


One of the most outstanding members of the 
Academy on the distaff side, Dr. R. Adelaide 
Draper of Boston and Dorchester, Mass., was guest 
speaker at a January luncheon meeting of the 
South End Medical Club in Boston. 

Dr. Draper, chief of the General Practice Depart- 
ment of New England Hospital and Corresponding 
secretary of the Massachusetts chapter, spoke on 
“Orientation in the Post Graduate Medical Educa- 
tion.” Her topic was a popular one since the general 
practitioner has been receiving delayed recognition 
in his field. 

She discussed the Gallupe plan for hospital 
training of the general practitioner, and the need 
to extend the plan to all hospitals so the general 
practitioner, under supervision, will have an op- 
portunity for further medical education combined 
with practice training. 

Dr. Draper organized the Department of General 
Practice at New England Hospital three years ago, 
complete with diagnostic clinic in the Outpatient 


Ants in the Printers’ Plants 


Mayor Holtz praised the nurses for their 
efforts in behalf of the community, and as they 
departed each was tanked, individually.— 


IT’S NOT SO! 


Gallion (Pa.) Gazette. 


Wa KING home after the severe electrical storm 
last night, Michael Reardon came in contact 
with a live wife dangling from an uprooted tree 
and was knocked several feet. 
only minor shock and bruises.—King’s City 


IRISH LUCK 


(Calif.) Rustler-Herald. 


ald. 


POSTNATAL 


W. L. M. of Albany is parents of a 6 pound 13 
ounce hospital. He underwent major surgery 
this morning.—Albany (Ore.) Democrat-Her- 


AH, NATURE! 


Arrer all, we are largely as Nature made us, 
and Prime Minister Churchill’s tight smile was 
born with him, just as were his long cigar and 
his inherent love of freedom.—Boston (Mass.) 
Post. 


WE strongly feel that oversight of the fact that 
women wear plants in pants may result in en- 
dangering the safety of countless women in 
factories all over the country.—Portsmouth 


(Tex.) Repository. 
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a completei af w approach to tube feedince 


Now it is possible to give patients who cannot or 
should not take food by mouth the full nutritional 
support necessary to promote recovery and hasten 
convalescence. 


WITHOUT COMPLICATING SIDE EFFECTS 


The problem of diarrhea, cramps and nausea, so 
long associated with tube feeding, is practically elim- 
inated by Sustagen. 


WITHOUT DISCOMFORT TO THE PATIENT 


Mead’s Tube Feeding Set provides new and un- 
equalled ease of administration. The smooth, slender 
plastic tubing, about half the size of the smallest 


rubber tube, is easily inserted and swallowed almost 
A 24 hour feeding of 900 Gm. supplies: without sensation. 


THERAPEUTIC NUTRITION IN THERAPEUTIC AMOUNTS 


Sustagen more than meets all nutritional needs even 
in periods of physiologic stress such as those which 
Riboflavin f accompany serious illness and injury. Sustagen meets 
Cusloms gaciethanste or exceeds the therapeutic recommendations of the 
Pyridoxine hydrochloride q H 
Committee on Therapeutic Nutrition, Food and Nu 
trition Board, National Research Council. 


IDEAL ALSO FOR ORAL USE 
Makes a delicious and nutritious ‘‘food 
drink’’ for patients requiring a restricted 


Ser ditelied teberuation, witte fer the or liquid diet. 3 oz. of Sustagen and 5 
booklet, "How to Use Sustagen.”” oz. of water makes a glassful supplying 
330 calories and 20 Gm. protein. 


be U STAG i N a complete nutriment for tube feeding 
MEAD JOHNSON & COMPANY EVANSVILLE, INDIANA, U.S.A. MEAD) 
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Protein..................... 206m. 
Carbohydrate................ 600 Gm. 
Vitamins and Minerals | 
Vitamin By 2 (crystalline)....... 4 meg. 
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Department. The active staff is made up of women, 
with men represented only on the courtesy staff. 
This makes New England Hospitals one of only 
three in the land with active General Practice 
Departments staffed entirely by women. 

Dr. Draper also has a private practice in Dor- 
chester and serves as a member of the A.A.G.P. 
Congress of Delegates. 


California Physicians Propose 
Medical Insurance “Pilot Plan” 


A croup of physicians in Long Beach, California has 
proposed a medical insurance “pilot plan” which 
they hope will receive the blessing of the entire 
medical profession. 

As reported by the United Press, the plan would 
pay full doctor and surgical bills for a family of 
three or more for about $15.75 a month, plus $1 
for an office call, $3 for a home call, and half of x- 
ray and laboratory fees. 

Families could choose a $100 deductible policy, 
under which it would pay the year’s first $100 in 
medical expenses and which would cost about $10.35 
a month. Rates for individuals and couples would 


vary proportionately and the service would offer 
choice of physicians who join in the plan. 

There would be full hospitalization coverage up 
to a period to be set somewhere between 100 and 
150 days. The patient would have to pay for medi- 
cine administered in the doctor’s office, but the 
plan would pay “most” of the hospital drug bill. 


Medical News in Small Doses: 
AcaDEMY member, Dr. Paul J. Coughlin of Talla- 


hassee, has been appointed chairman of a special 
committee to investigate and pursue the possibility 
of establishing a department of general practice 
in the proposed University of Florida School of 
Medicine. . . . Reserve physicians and dentists who 
are not currently under orders for active military 
duty may join the Ready Reserve Units of the Army 
Medical Service according to an announcement 
from Maj. Gen. George E. Armstrong, Army Sur- 
geon General. Although transferred, the officer 
will still be subject to an order to active duty with- 
out his consent as an individual classified under 
the Doctor Draft and will be subject to an order to 
active duty as a member of the unit.... At the 


dietary deficiencies aided 
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PRODUCERS 
EQUIPMENT 


Modern experience in physical rehabilitation has 
demonstrated that significant deficiencies of vita- 
mins and minerals may be aided by exposure of 
the entire skin surface to adequate ultraviolet 
irradiation of the proper wavelengths. From the 
provitamins in the skin, ultraviolet irradiation 
gives rise to Vitamin D which regulates the pas- 
sage of calcium and phosphorus across the intes- 
tinal wall and increases the amounts of these 
minerals in the blood. It is of definite value in 
the treatment of some forms of tuberculosis and 
serves as a protection against dietary deficien- 
cies.! 

Effective treatment with ultraviolet light re- 
quires exposure two or three times weekly over 
an extended period of time, and many physicians 
have found that this can be accomplished to the 
best advantage by having the patient purchase a 
Hanovia Prescription Model Ultraviolet Quartz 
Lamp. These lamps have been developed espe- 
cially by Hanovia for treatment in the home 
under the physician’s supervision. Your local 
surgical supply house can furnish them to your 
patients on convenient payment terms if de- 
sired. Write for literature today to: 

HANOVIA CHEMICAL & MFG. CO., Dept. 

GP-454, 100 Chestnut St., Newark 5, N. J. Show- 
rooms and dealers in principal cities. 
‘Handbook of Physical Medicine and Rehabilitation, A.M.A., 1950, 103-104, 
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OF CALCIUM AND RETEN- 
2900 
CALCIUM, 
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| FoRmATiON oF GLYCOGEN 


caloric boost 


without gastric burden 


Schenley Laboratories, Inc. 
New York 1, New York 


with DIOL 


palatable oral fat emulsion 


An unusually palatable dietary additive, EDIOL 

can be taken alone and also combined with 

a variety of foods. Just two tablespoonfuls q.i.d. 

of this delicious oral fat suspension 

provide 600 extra calories. For still higher caloric 
intake, more may be prescribed as required. 

EDIOL micronized emulsion of coconut oil (50%) and 
sucrose (122%), supplied in bottles of 16 fluid ounces. 
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annual meeting of the Medical and Chirurgical 
Faculty of Maryland this month, A.A.G.P. member 
B. B. Kneisley of Hagerstown, Md., who is president 
of the Faculty, will speak. Dr. Kneisley has selected 
‘Our Relations with the Public” as his topic... . 
Despite a relatively severe influenza outbreak in 
January and February, 1953, the United States 
death rate remained at the low level of 916 per 
thousand population, according to an announce- 
ment from the U. S. Public Health Service. . . . The 
University of Missouri Medical School, which has 
been expanded to a full four-year course after a 
bitter fight as to location, will specialize in training 
of general practitioners as was promised in the 
location battle, says Dr. Roscoe Pullen, dean of the 
school.... Dr. John E. Foster of Lineville, Ala., 
new president of the Alabama chapter, spoke on 
the progress of the family doctor to some 200 
Alabama physicians during the recent eighth annual 
postgraduate seminar in Birmingham. ... A Past 
Presidents’ Club of the Minnesota chapter has been 


formed. All past presidents of the chapter are auto- 
matically members; the organization will have no 
constitution or by-laws and no dues. ... A federal 
bill to give the U. S. Public Health Service com- 
pulsory powers over narcotic addicts committed to 
its care by state courts is expected to be introduced 
soon in both houses of Congress. It will have bi- 
partisan sponsorship and John W. Bricker, Re- 
publican from Ohio, will help sponsor the bill in the 
Senate. The proposed bill would prevent narcotic 
addicts from leaving federal institutions against 
medical advice and quickly resuming the narcotics 
habit. . .. The Executive Committee of the Council 
of the Southern Medical Association recently held 
a luncheon in Birmingham, Ala. honoring Academy 
member, Dr. Tom D. Spies, for his 25 years of 
scientific research. Nineteen of those years were 
spent at the Nutrition Clinic, Hillman Hospital, 
Birmingham. The Southern Medical Association 


will hold its annual meeting Nov. 8-11 in Saint 
Louis. 


“And how is the patient this morning?” 
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For every patient with mild, 
moderate, or labile hypertension 


In addition to dropping the blood pressure 
moderately, Rauwolfia serpentina produces 
marked, often dramatic, subjective improve- 
ment. It relaxes the emotionally tense 
patient, gradually inducing a welcome state 
of calm tranquility. 


Rautensin produces the typical hypotensive, 
sedative, and bradycrotic effects characteristic 
of this important new drug. Each tablet con- 
tains 2 mg. of the alseroxylon fraction, a 
highly purified alkaloidal extract entirely free 
of inert material. The alseroxylon fraction is 
tested in dogs for its ability to lower blood 


ified Rauwolfia Serpentina Al 


Headache, tinnitus and dizziness are greatly 
relieved, and the discomfort of palpitation is 
usually overcome. Hence, it usually suffices as 
sole medication in mild, moderate and labile 
hypertension, especially when the emotional 
element is a prominent factor. 


kaloids 


pressure, produce sedation, slow the pulse. 

The initial dose of Rautensin is 2 tablets 
(4 mg.) daily for 30 to 60 days. After the full 
therapeutic effect has been established, the 
daily intake is dropped to 1 tablet (2 mg.) 
daily. Side actions are rare and there are no 
known contraindications. 


T 
Female, age 54 — 


2 3 4 5 


7 8 9 10 


Weeks of therapy. Rautensin, 4 mg. daily. Marked subjective improvement. 


SMITH-DORSEY : Lincoln, Nebraska 4 Division of THE WANDER COMPANY 
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To every man, however humble his birthright or sta- 
tion in life, there passes across the stage of his span 
of years on this earth, a few sublime moments when 
he fleetingly glimpses something out of the ordi- 
nary, out of the commonplace, and in those mo- 
ments he feels himself lifted up and into a rich, emo- 
tional, memorable and soul satisfying experience. 
Such are my feelings, as I contemplate the coming 
year. 

As the six outstanding leaders who have gone be- 
fore me serving as president of the American Acad- 
emy of General Practice will testify, the ceremony of 
receiving the symbol of this high office constitutes 
one of the finest moments that could be experienced 
by a general practitioner of medicine. 

This feeling of personal elation, however, is soon 
tempered by the thought that in this great organiza- 
tion are many men, whose qualifications for serving 
as president are equal to or exceed mine. The first 
thrills are likewise further diminished by the reali- 


A Message from the President of the Academy 


Dr. Hildebrand. 


zation of the sobering fact that we have many tasks 
before us which up to the present remain undone, 
and problems at hand that have defied solution. 

Consequently after the tumult and the shouting 
dies, after the 1954 scientific session has passed into 
the pages of history and the captains and the kings 
have long since departed, your president is awed by 
the tasks that confront him and by the responsibil- 
ity that those tasks entail. 

It is time for us to look back on our history as 
well as forward to the years ahead. After seven years 
of struggle and sacrifice the American Academy of 
General Practice has built a heritage. We have built 
first a heritage of sincerity of purpose. Never once 
has the Academy leadership deviated or waivered 
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JHESODA 


THE ORIGINAL ENTERIC-COATED TABLET 
OF THEOBROMINE SODIUM ACETATE 


EFFECTIVE 
WELL-TOLERATED 
PROLONGED 
VASO-DILATION 


REPEATEDLY SHOWN and proven by objective tests on 
human subjects’ — this is one of the most effective of all the 
commonly known Xanthine derivatives. Because of the 
enteric coating it may be used with marked freedom from 


CORONARY 
tion price also, enjoys a greater patient acceptability. : ; ARTER 4 


Available: in bottles of 100, 500, 1000. : 


TABLETS THESODATE DISEASE 


*(7¥2 gr.) 0.5 Gm. *(3% gr.) 0.25 Gm. 


THESODATE WITH PHENOBARBITAL 


*(7% gr.) 0.5 Gm. with (% gr.) 30 mg. 
(7% gr.) 0.5 Gm. with (“4 gr.) 15 mg. 
*(3% gr.) 0.25 Gm. with (“4 gr.) 15 mg. 
THESODATE WITH POTASSIUM IODIDE 

(5 gr.) 0.3 Gm. with (2 gr.) 0.12 Gm. 

THESODATE, POTASSIUM IODIDE WITH PHENOBARBITAL 
(5 gr.) 0.3 Gm., (2 gr.) 0.12 Gm. with (“% gr.) 15 mg. 
*In capsule form also, bottles of 25 and 100. 


1. Riseman, J. E. F. and Brown, M. G. Arch. Int. Med. 60: 100, 1937 
2. Brown, M. G. and Riseman, J. E. F. JAMA 109: 256, 1937. f- 


3. Risemon, J. E. F. N. E. J. Med. 229: 670, 1943. e- 
Fo: samples just send your Rx blank marked — 28th4 EST. 1852 ‘ 
BREWER & COMPANY, INC. WORCESTER 8, MASSACHUSETTS U.S.A. 
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from our primary raison d’etre, that of improving the 
quality of general medical care. We have secondly, 
the heritage of leadership at the cost of great per- 
sonal sacrifice made by our leaders. To enumerate 
the names of the gallant men who have gone before, 
shaping and executing Academy policy would take 
many pages. These men serve as a great inspiration 
to those who follow. The spirit of comradeship that 
holds the members of the Academy close together, 
the knowledge that whether a man practices general 
medicine in Maine or Mississippi, his problems are 
essentially the same, is a heritage not to be over- 
looked. Finally but not least, we possess the heri- 
tage of pride, that intangible something that causes 
us to lift our heads a bit higher and feel more se- 
cure in our position in American and world medi- 
cine, because of what the Academy has accomplished 
and is currently striving to do. 

Such heritages handed down to those now charged 
with the responsibility of guiding the destiny of the 
Academy as well as those to come, not only serve as 
a guidepost but a gauge as well by which present 
and future performance can be measured. 

A look ahead would indicate that all is not serene. 
Some fences need to be mended and some new ones 


constructed. Our relations with some of the other 
segments of the medical profession could be im- 
proved. The general practitioner has been criticized 
severely in the lay press. Such criticism needs no 
review as it is very recent and fresh in our minds. 
Probably some of this criticism has been justified 
but likewise such criticism might be applied to some 
doctors of medicine other than general practitioners. 

Abraham Lincoln once said, ‘“To accept by si- 
lence when they should protest makes cowards of 
men.” Up to now the policy of the American Acad- 
emy of General Practice has been “the doctrine of 
containment” in our relations with certain other 
segments of the medical profession. Your president, 
along with others, now proposes that the ‘doctrine 
of retaliation” be substituted and that the positive 
approach replace the negative. 


“Retaliation” as Construction 


Let it be definitely and distinctly understood that 
the philosophy of retaliation as now proposed is not 
to be construed as merely rejecting a loud chorus 
of accusations and charges. Far too much name-call- 
ing has already taken place. The only way that the 


creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


“DUOTECH” controt 


UNIT* 
with the “DUOTECH” you get 
consistently better results with 
MODERATELY PRICED equipment, 
formerly obtainable only 
with the most expensive! 


send today for free booklet | 


City 
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*“DUOTECH’ Milliampere 
Second (MaS) Integrator gives a 
revolutionary concept of accuracy 
in Po quality control 
with the fastest possible time of 
exposure. You get radiographs 
of consistent density 
of power line conditions or other 
factors . . . and the shorter ex- 
posure time gives sharper detail. 


*The ‘DUOTECH’ Simplified 
Technique reduces the usual 3 
operational steps to 2. The Tech- 
nician makes only 2 selections: 
MaS and PKV. It’s easier 

and faster, while giving complete 
protection to the X-ray tube 


F. MATTERN MFG. CO. 


F. Mattern Mfg. Co. 
4635-59 No. Cicero Ave. 
Chicago 30, Illinois 


Please send me free booklet 
about the ‘DUOTECH’ 

0 Have your dealer call for 
appointment 
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AW fom 


Extremely palatable ¢ Easy to take 


“MEDIATRIC; LIQUID 


Steroid-nutritional Compound for Use in Preventive Geriatrics 


Each 15 ce. (3 teaspoonfuls) contains: 
STEROIDS 


Conjugated estrogens equine (“Permarin”®) 0.25 mg. 
Methyltestosterone 


NUTRITIONAL SUPPLEMENTS 
Thiamine HCl (B:) 
Vitamin Bz U.S.P. (crystalline) 
Folic acid U.S.P. 


ANTIDEPRESSANT 
ME DIATRIC d-Desoxyephedrine HCl 

Contains 15% alcohol 
With both “Mediatric” Liquid and “‘Mediatric” Capsules,* 
greater flexibility of administration can now be achieved in 
the treatment of the geriatric patient. 


“Mediatric” is specially formulated to meet the needs of the 
aging patient. It provides steroids to effectively counteract 
declining sex hormone function, vitamin factors to supple- 
ment the diet, and a mild antidepressant to promote a gentle 
emotional uplift. 

No. 910 — Supplied in bottles of 16 fluidounces and 1 gallon. 

Suggested Dosage: 3 teaspoonfuls daily, or as required. 


*“Mediatric” Capsules, each equivalent to 3 teaspoonfuls of Liquid with 
added nutritional supplements. No. 252 — Bottles of 30, 100, and 1,000. 
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Academy and each individual in it can and should 
retaliate is to so elevate the standards of general 
practice that no one in or out of the medical pro- 
fession dare raise his voice against it in criticism. 
Such a plan, such an elevation of our standards, 
such an increase in our ability to care for the sick 
will take years to develop and execute and is some- 
what revolutionary but it will work to everyone’s 
ultimate advantage over the years ahead. Such a 
plan, with all of its complex ramifications, is not a 
dream nor an abstract idea but is now on the draw- 
ing boards and will be announced in due time 
through the proper channels. 

There will be those who will heartily disagree 
with such a philosophy of action. May I firmly state 
that it is the opinion of those who have given much 
thought and study to the problem that such a course 
will eventually prove to be the right one. It must be 
remembered that the end result to which we all 
aspire, that of eventually developing a dignified, 
respected, cordial relationship between all other 
groups in organized medicine and the Academy, 
and at the same time providing better medical care 
for those in our charge can not be achieved by short 
frenzied bursts of emotional outbreaks. Rather such 
a result will be attained by a tranquil, steady dedi- 
cation of a lifetime to what we know to be our proper 
purpose and function. 


Unselfish Co-operation Is the Best Way 


It is the opinion of your president that all men, 
black or white, oriental or occidental, specialist or 
general practitioner, are essentially alike. The real 
servant of the ill and the maimed, the physician who 
is worthy of his profession whether he be a specialist 
or general practitioner, deep in his heart aspires to 
provide the best service possible for those who look 
up at him in times of need. A formula can and must 
be found whereby such care can be co-operatively 
and yet effectively given. All involved in such serv- 
ice to mankind, the patient, hospital, insurance car- 
rier, general practitioner, and specialist must assume 
their proper categories and perspectives in the dis- 
pensation of that care. Your president dedicates his 
best efforts during the coming year towards the con- 
struction and operation of such a formula. This task 
will be of long duration, most difficult and arduous, 
and your president asks harmonious co-operation, 
aid and suggestions from every man in the Academy. 

Suggestions and constructive criticism given in 
a spirit of co-operation from without the Academy 
are also cordially invited. 


Pediatab No. 
Aecetobro 


Bromisovalum (Carbromal deriv.). Ye gr. 
Ethyl Salicylate Carbonate ......1 gr. 


One of twelve Pediatabs, each with a 
distinctive color and flavor to please the 
eye and taste of children. 

Literoture and Samples on Request 
THE COLUMBUS PHARMACAL CO. 
COLUMBUS 15, OHIO 
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to the time of : delivery 


Natalins 
the new |omaller, 


smaller 


omall, dosage, 


mula: ly supply: 


Unlike ordinary prenatal capsules, Vitamin A 
Natalins can be prescribed with assurance o. Ascorbe acid 
of acceptance throughout pregnancy. eee 
Niacinamide 
Natalins are much smaller, much easier a Calum pantothenate 


: Folic aci 
to swallow, and do not aggravate or cause 
nausea or regurgitation. Iron (from ferrous sulfate) 


Purified veal bone ash to supply: 
Only 3 Natalins daily supply generously | - 


protective amounts of vitamins and min- Nataling also contain traces of copper, zinc, manta- 


nese, magnesium and 
erals to supplement the pregnant patient's All vitamins are in synthetic, hypoallergenic form, 


uncertain food intake. Supplied in bottles of 100 and 500. 
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No profession offers a greater opportunity for 
service, for growth in moral and ethical stature, for 
contribution to the betterment of society or for the 
relief of human misery than the practice of medicine. 
No profession permits as much insight into the heart 
and soul of our fellowmen or permits a mortal to ap- 
proach so closely the nearly divine traits of kind- 
ness, loyalty, consecration and devotion to duty as 
does the practice of medicine. If we find as we have 
and as we will, certain defects in this great pano- 
rama of human service, those defects must be looked 
upon as constituting a great challenge, in order that 
we may labor more earnestly and strive more dili- 
gently toward a goal of perfection. 

James Truslow Adams, that great historian and 
philosopher, once said that every man needs two 


educations. He needs first an education in order 
that he may learn how to make a living. He needs 
secondly an education so that he may learn how to 
live. To those two your president would humbly add 
a third education, life-long in its scope and neces- 
sary for each physician practicing the healing art. 
The physician must continue to learn in order that 
others may live. 

All other efforts of the American Academy of 
General Practice fall into places of secondary im- 
portance and become subservient to this “third ed- 
ucation.” Let us all, through divine guidance and 
self-help, consecrate ourselves during the year ahead 
towards the fulfillment of the deepest implications 
found in such an idealistic as well as practical phi- 
losophy of the practice of medicine. 

B. Hitpesranp, M.D. 
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with low-reserve thyroid. Mild thyroid deficiency “‘is 
a fairly common condition . . . characterized by weight 
gain, lassitude, brittle fingernails, coarse hair and .. . 
menstrual abnormality.”! In this condition, accompanying 
thyroid medication may be of distinct help to the 

dietary regimen in reducing the patient.? 


Thyrar is prepared exclusively from beef sources and provides 
whole gland medication at its best. Superior uniformity 

is assured by chemical assay and biologic test. 

Supplied: Tablets of 4%, 1 and 2 grains. Bottles of 100 and 1000. 
Standardized equivalent to thyroid U. S. P. 

1. Buxton, C. L., and Vann, F. H.: New England J. Med. 236: 536, 1948. 


2. Suber. A. R.: Textbook of Pharmacology and Therapeutics, ed. 10, 
hia, Lea & Febiger, 1943, pp. 436-437. 
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with Nitranitol — 
hypertensives can return 
to a more normal life 
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Should | Become a Member 
of the A.A.G.P.? 


BY WILLIAM M. SPROUL, M.D. 
Chairman, Commission on Membership and Credentials 


Wuar has the American Academy of General Practice 
done? 

Should I become a member of the American Acad- 
emy of General Practice? 

These are reasonable queries, entitled to serious and 
thoughtful answers. 

Medical organizations have tended to take up in- 
creasing proportions of the doctor’s time. A new or- 
ganization, therefore, should have some unusual value 
for the doctor before he considers membership. Most 
physicians attend hospital staff meetings either out of 
a sense of duty or because a certain amount of attend- 
ance is required. In the case of county society meetings, 
a particular program may be of interest. State medical 
meetings and A.M.A. sessions offer something more in 
that the doctor may take his family along and add the 
pleasure of a few days away from confining work to 
the purpose of acquiring additional useful knowledge. 
We all know, or should know, the diverse functions 
and activities of our county, state and national medical 
organizations. But where does the A.A.G.P. fit in, and 
how is it different from other medical groups? 


1. The Organization 


In the first place, the American Academy of General 
Practice is an organization of doctors who engage in 
the general practice of medicine. The A.A.G:P. alone 
is interested in the general practitioner’s total welfare 
as well as in his competence. 

_ The A.A.G.P. is the most unique medical organiza- 
tion in the world. Its study requirements for member- 
ship, so rigidly enforced that 464 members were dropped 
last year because of failure to meet them, are paralleled 
by no other medical group. In the future it will be 
a mark of high distinction to be a member of the 
American Academy of General Practice. 
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“The final authority” in cardiac ar- 
rhythmias* is essential in distinguish- 
ing the three most common forms of 
arrhythmia: sinus arrhythmia, pre- 
mature systoles and auricular fibril- 
lation. 
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*The Med. Clin. of North American 
(Jan.) 1952, p. 93. 
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2. Medical Education 


In its seven years of existence, the A.A.G.P. has filled 
some important gaps in modern medical education. 

Since the Academy’s organization, American medi- 
cine and the American public have become more ac- 
tively interested in trying to solve problems arising 
from the shortage and maldistribution of general prac- 
titioners. Leadership in this direction has become one 
of the many worth-while projects of the Academy. 

At the present time, all medical schools are conduct- 
ing programs designed to interest and prepare students 
for careers in general practice. Thus the existence of 
the A.A.G.P. has stimulated medical educators to recog- 
nize the challenge of the rapidly changing social, politi- 
cal, and economic conditions in our country as they 
relate to medical practice, and to adapt medical edu- 
cation to meet the demand for new and enlightened 
general practitioners. The Academy will inevitably be 
required to assume leadership in the education of new 
general practitioners, and to that end is actively co- 
operating with medical school administrations. 

The Academy’s present active interest in education 
of general practitioners, is shown in the fact that this 
year, 90 per cent of the 11,006 approved internships 
in 856 hospitals in our country are rotating in type, an 
increase of 6 per cent over last year. The number of 
hospitals offering approved general practice residencies 
increased from 105 in 1952 to 123 in 1953, with a total 
of 278 residencies. Only 51 per cent of these residencies 
were filled on September 1, 1953. The Academy will 
continue working to fill these vacancies. Because of 
Academy activities, general practice is not looked upon 
so disparagingly as it was a few years ago, and more 
medical students are looking forward to serving the 
public as general practitioners. This new attitude has 
not yet permeated all of medicine, but, as it does, these 
unfilled residencies, and many more, will be utilized. 

One of the primary objectives of the A.A.G.P. is to 
raise standards of general practice. That this is being 
done is quite obvious. As vigorous public relations 
programs are pursued, members will find that their 
relative position in the profession is elevated. 


3. Postgraduate Courses 


The A.A.G.P. and its component organizations have 
revived interest in good postgraduate courses which 
set new standards of value to men in general practice. 
Such men see patients with all classifications of maladies 
and are always eager for new methods of diagnosis and 
treatment. Such courses provide a new approach to 
medical presentation because their teachers are told, 
when invited to participate, that emphasis must be laid 
on practical interpretation of subject material. 

A second value in these courses lies in the fact that 
nearly all state chapters, and, in many instances, dis- 
trict or county chapters, locate their courses strategi- 
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stably. It also slows the pulse and has a mild sedative effect. 


e Raudixin is the safe hypotensive agent. It causes no 
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cally so that general practitioners may attend conven- 
iently with traveling distances and a minimum of time 
away from home. 


4. Annual Scientific Assembly 


This annual scientific assembly of the American 
Academy of General Practice is of great value to the 
general practitioner. In addition to its commercial and 
scientific exhibits, the entire field of medicine is covered 
in orderly rotation and the practical information pre- 
sented in discussion sessions can be put to immediate 
use. Speakers are chosen on the basis of two qualifica- 
tions—knowledge of subject material and ability to 
teach. The secret of the success of these meetings lies 
in the fact that the program is created by general prac- 
titioners for general practitioners. 


5. GP 


The Academy has developed an outstanding publi- 
cation, GP, hailed by its readers as presenting subject 
matter of vital interest in a way more applicable to 
their work than is done by any other medical journal. 
Outside the profession, GP has received many impor- 
tant citations for various phases of technical production. 


6. Hospitals 


The A.A.G.P. has also taken a positive forward step 
by helping the general practitioner establish fair rela- 
tionships with his hospitals and by seeing to it that 
he is granted hospital privileges commensurate with 
the training and experience he has had in various fields. 

Perhaps the most tangible evidence of this accom- 
plishment is the increase in organization of general 
practice departments. There were 1,654 such depart- 
ments in 1950, 1,660 in 1951, and 2,292 in 1953. Of 
the 2,292 hospitals, 1,654 have successfully modeled 
their staff organization in accordance with the Manual 
for Development of General Practice Departments in Hos- 
pitals prepared by the Academy, which is now accepted 
as a guide by the Joint Committee on Accreditation of 
Hospitals. In 1950, only 1,075 general practice depart- 
ments were modeled after the Manual, and in 1951, 
only 1,202. This steady growth indicates the role of 
the A.A.G.P. in establishment of such departments. An 
A.M.A. survey shows that 2,984 hospitals have granted 
qualified general practitioners additional staff privileges 
in specialty divisions, an increase from 1,358 in 1951 
and 1,333 in 1950. The influence of the A.A.G.P. in 
this field cannot be denied. 


7. Prestige 
The A.A.G.P. has been uniquely interested in the 


welfare of the general practitioner, as well as in his 
scientific training, but one by-product of this interest 
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has assumed huge and unexpected proportions. That 
by-product has been an increased prestige for all gen- 
eral practitioners, both members of the Academy and 
non-members. The general practitioners of America 
owe a great deal to the A.A.G.P., whether they care 
to admit it or not. 

The Academy has successfully ended the toboggan 
slide of general practitioners’ prestige, which reached 
its lowest level in 1947; and, equally successfully, it 
has started to rebuild the prestige of a new, enlightened 
general practitioner. This was started in June, 1947, in 
Atlantic City, by 200 men whose vision and foresight 
resulted in the Academy’s organization. American medi- 
cine will someday honor these men among medicine’s 
notables. 

The A.A.G.P. has spotlighted the importance of the 
general practitioner in the socioeconomic aspect of 
the healing art. 

The Academy is beginning to make the American 
public conscious of the necessity for de-emphasizing 
specialization. The public wants a doctor when sickness 
strikes—the general practitioner can take care of 85 
per cent of all illnesses. The influence of the organiza- 
tion is being applied to the development of more and 
better general practitioners—the new and enlightened 
family doctor—and to an ample but better trained 
group of our colleagues in specialty fields. 


The Academy’s membership policy of selecting only 
those men who enjoy high esteem for qualities of char- 
acter as well as for their medical art and practice has 
emphasized the organization’s belief in the need for 
doctors with high moral standards, men who realize 
that, with the privileges granted them as personal and 
family physicians, they must accept the duty of caring 
for the public in sickness. This has many important 
implications. “Care” may mean efforts in many direc- 
tions—counsel, sympathy, medication or surgery—a 
total empathy of physician with patient. The “sick” 
may be ailing in body, mind, or soul. The A.A.G.P. 
commits itself to assist in developing doctors who fulfill 
such exacting requirements when it demands good 
character of its members. It has often been pointed out 
that the Academy emphasizes quality of its members, 
not quantity. 

The American people clamor for more doctors, and 
it is true that more doctors are needed, but we in the 
profession must recognize one new element in our pro- 
fession—that of social (not socialized) medicine. We 
must protect the public from cults, quacks and nos- 
trums; but it is also our duty to help develop screening 
processes which will protect the public from doctors 
who lack humanitarianism. In addition to screening 
medical students, we must urge a broad training in the 
humanities, before the student ever sees a patient. Our 
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membership requirements have dedicated us to this 
ideal. 

Membership in the A.A.G.P. denotes the willingness 
of the individual member to apply himself consistently 
to postgraduate study, thereby insuring that he keep 
abreast of new, improved methods of diagnosis and 
therapeutics. 

It is ‘little wonder that various agencies and organi- 
zations are beginning to require membership in the 
A.A.G.P. for appointments. For example, the Civil 
Aeronautics Authority selects its official examiners from 
the A.A.G.P. In addition, membership in the Academy 
influences salary ratings, not only in the Army and 
Navy, but in such organizations as the Department of 
Public Institutions of the state of Kansas. 

It is important to national prestige that the Academy 
is about to build a permanent headquarters. This will 
be visible evidence that the Academy and all that it 
stands for on the American scene will be permanent. 


8. Public Relations 


The A.A.G.P. is also working in the broad field of 
public relations. About once each week, releases con- 
cerning general practitioners are sent out from our 
headquarters office to the public press. These releases 
keep the public informed about their family doctor. 
There is no subject of more vital interest to the public 
than health, and the majority of people want to keep 
up on it through their family doctor. Such releases 
are, therefore, read avidly and, in many cases, no doubt, 
families will be induced by them to avail themselves 
of the services of a family doctor. Such services rank 
as social medicine, for through the wise counsel of the 
family physician, families can be protected from the 
unnecessary expense which accrues when the patient 
attempts self-diagnosis, or goes from one specialist to 
another. Specialists are not at fault in this situation, 
but the public needs direction and it is the family 
doctor’s duty to give it. 

Beyond this, a further program of tremendous public 
service is now shaping up which will have unlimited 
potentialities for the public good. 


9. Spokesman for General Practitioners 


The A.A.G.P., through its growing membership, has 
been placed in the unique position of spokesman for 
all the general practitioners in the United States. For 
the first time in history here is an organization of 
general practitioners, and all groups turn to that or- 
ganization for answers to questions about general prac- 
titioners and for co-operation in projects which concern 
them. Because the organization is democratic, each 
member has a voice in his local chapter where ideas 
are crystallized. Such ideas may then be brought before 
the Congress of Delegates where policies are estab- 
lished and activities started. In this way, each indi- 
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vidual member has his opportunity to be heard. That 
is the way the Academy fulfills its role as spokesman 
for all general practitioners. 

Together with this privilege has come a concomitant 
responsibility, namely, to defend the nation’s general 
practitioners when they are challenged or attacked. 
Because of the Academy’s potential strength, it is per- 
haps natural that other segments of the medical pro- 
fession should become fearful of it. But such fears are 
groundless. The A.A.G.P. will continue to stress the 
value of character and morals in its members and will 
always select representatives and officers from the thou- 
sands of members whose primary interest is to give 
proper and humanitarian care to their patients, and 
to conduct themselves on the highest ethical and 
moral level. Such men can safely speak for America’s 
general practitioners. 


10. Insurance Program 


The A.A.G.P. further interests itself in the welfare 
of its members by providing them with the best acci- 
dent, health and catastrophic illness insurance on the 
market—and at honest rates. The success of this plan 
lies in its friendly and prompt administration. We are 
indeed fortunate to have the Professional Men’s Insur- 
ance agency working as administrator of the Academy’s 
group disability plan. Such insurance is available with- 
out examination if taken out within 60 days of mem- 
bership approval by the state chapter. 


11. Membership Directory 
The Directory of Members published by the A.A.G.P. 


is a distinct service. If a patient moves away, the direc- 
tory can be used to select a doctor for him and his 
family in their new community, with assurance that 
you will be referring them to someone among the better 
general practitioners. 


12. Social Contacts 


Last but not least, the Academy affords opportunity 
to meet men gathered together in common professional 
bond, with common problems and interests, and to 
meet them on a basis of social equality. New acquaint- 
ances are developed and new friendships cemented. 
The camaraderie of the A.A.G.P. annual meeting is 
unusual in the medical world. General practitioners 
are, as a rule, good fellows. 

What more could be accomplished by any organiza- 
tion in its first seven years? That these achievements 
will be incomparably expanded in the future is certain. 
The Academy is young, virile, and without inhibiting 
precedents or traditions as an organization. It must 
make itself valuable to all general practitioners. It has 
established a remarkable record to date and will certain- 
ly expand its usefulness in the future. 
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greater solubility 


e rapid absorption 
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ble oral penicillin salts. Consequently, the ‘Eskacillins’ produce far 
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These high serum concentrations diminish only gradually. 
According to Foltz and Schimmel,’ therapeutic levels often persist 
for as long as 12 hours. In a recent study of 308 infants and children 
with various infections, Huang and High? found the ‘Eskacillins’ 


fully effective when given at 12-hour intervals. 


1. Foltz, E.L., and Schimmel, N.H.: Comparison of Orally Administered 
Penicillins, Antibiotics & Chemotherapy 3:593 (June) 1953. 


2. Huang, N.N., and High, R.H.: Effectiveness of Penicillin Adminis- 
tered Orally at Intervals of Twelve Hours, J. Pediat. 42:532 (May) 1953. 
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Dr. Robins speaks. Dr. R. B. Robins, past-president of the A.A.G.P. is shown at the Missis- 


sippi chapter’s recent fifth annual assembly banquet. Seated at the speaker’s table are (left 
to right) Dr. Guy T. Vise, chairman of the program committee; Dr. C. P. Crenshaw, the new 


News from the State Chapters 


Tue Sixth Annual Meeting of the Mississippi chap- 
ter will be held September 15-16 at the Heidelberg 
Hotel in Jackson. The Heidelberg was also the set- 
ting for the 1953 meeting last fall which was at- 
tended by 167 doctors. 

Officers elected at that meeting were Dr. W. M. 
Dabney, president-elect; Dr. Maury H. McRae, 
vice-president; and Dr. W. E. Lotterhos, secretary- 
treasurer. Dr. C. P. Crenshaw was installed as presi- 
dent. Dr. R. B. Robins of Camden, Ark., former 
A.A.G.P. president, was guest speaker at the annual 
banquet (see cut). 

At the general assembly of the Mississippi chapter 
it was unanimously decided that the chapter should 
sponsor a physicians’ information handbook. The 
expense of the handbook will be defrayed by selling 
advertising space in the publication. The president 
appointed Dr. William E. Lotterhos as chairman of 
the committee and Dr. S. S. Kety and Dr. S. K. 
Johnson as other members of the committee to help 
prepare the handbook. 

The annual meeting of the Arkansas chapter will 
be held April 19 in Fort Smith. Election of officers 
will be held at 12:15 p.m. at the Goldman Hotel. 
Outgoing president, Dr. James Kolb of Clarksville, 
will give a farewell speech and Dr. J. H. Ross, who 
practices in Mexico as a medical missionary of the 
Presbyterian Church, will be a speaker. Another 
guest speaker will be Dr. Malcom Phelps of El Reno, 
Okla., member of the A.A.G.P. Board of Directors. 
Shortly after the last annual meeting of the Ken- 
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president; Dr. S. S. Kety, the chapter’s first president; and Dr. W. M. Dabney, president-elect. 


tucky chapter all of the exhibit space for its third 


annual scientific assembly was sold. The meeting 
will be held this month on the 21st and 22nd in 
Netherland Plaza Hotel in Cincinnati. Program 
chairmen for this meeting are Dr. Wilbur Houston 
and Dr. John Rolf. 

The first day’s scientific lecturers will be Dr. 
George Crile, Jr. and Dr. Irvin H. Page of the Cleve- 
land Clinic, Dr. Thomas W. McElhinney and Dr. 
Carl W. Kumpe of Covington, Ky., Dr. James O. 
Ritchey, professor of medicine at the University of 
Indiana, and Dr. C. O. McCormick, professor of ob- 
stetrics at Indiana University. At the annual sub- 
scription dinner which will be held at 7:00 pP.m., 
Ollie James, columnist from the Cincinnati Inquirer, 
will be the speaker. 

Members of the University of Cincinnati Medical 
College faculty will be speakers at the second day 
session. They will be Drs. Stanley Garber, Harvey 
Knowles, Richard W. Vilter, Vinton E. Siler, John 
Allen, and Harry Shirkey. 

The Board of Directors of the Indiana chapter 
has voted to create regional chapters in each of 
the congressional districts. These charters may be 
granted upon the written petition to the Board by 
10 active members in any district. Dr. Bernard Ed- 
wards of South Bend is chairman of the committee 
to handle details. The board has also created a com- 
mittee to investigate the possibilities of hiring a lay 
executive secretary for the Indiana chapter. Dr. 
Robert Hansell is chairman of this committee. 
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At a recent meeting of the board of directors of 
the Minnesota chapter new officers were installed. 
They are Dr. James A. Cosgriff, president; Dr. 
Stanley Ceplecha, vice-president; and Dr. Harold 
A. Wente, secretary-treasurer (see cut). 

The Queens County (New York) chapter held a 
scientific program, under the general chairmanship 
of Dr. J. Hunter Fuchs, on March 20 in Forest Hills, 
Long Island. The program, which was a symposium 
on trauma, was given by Dr. Magnus Gregerson of 
Columbia University, Dr. A. Earl Walker of Johns 
Hopkins University, Dr. David Cogan of Harvard 
University; Dr. Duane Carr of the University of 
Tennessee ; Dr. Philip Thorek of Chicago; Dr. Fred 
H. Falls of the University of Illinois; Dr. John 
Robert Cobb of New York City; Dr. George Hum- 
phreys of Columbia University; and Dr. J. W. How- 
land of the University of Rochester. 

A new component chapter in California, known 
as the San Benito chapter, was organized late in De- 
cember and adopted a temporary constitution at 
that time. A charter has been applied for. Officers 
for this year are Dr. Ronald E. Brown, president, 
and Dr. Gurdon L. Bradt, secretary-treasurer. 

The Northern Illinois component chapter elected 


, New Minnesota officers. Installation ceremonies were held re- 


cently for these new officers of the Minnesota chapter. Shown 
left to right are Dr. Stanley Ceplecha, vice-president; Dr. James 
A. Cosgriff, president; Dr. Harold Wente, secretary-treasurer. 


officers at its annual meeting January 20 in Rock- 
ford. Dr. Eugene Vickery of Lena is president; Dr. 
Russell Zack of Rochelle is president-elect; Dr. 
Adrian Schreiber of Caledonia is vice-president, Dr. 
Bernard E. Bolotoff of Rockford, secretary, and Dr. 


Paul T. Johnson of Rockford, treasurer. 


@ Morgan 
. . cathartics are too frequently 
resorted to, with the result that 
habitual constipation is established. 


@ U. S. Dispensatory 
Bile has a mild laxative action... 


@ Lichtman 
Bile may be considered a 
physiologic laxative. 


e+. evacuation without habituation 


OxYCH 


Samples from Geo. A. Breon & Co., 
1450 Broadway, New York 18, N. Y. 
Each tablet contains Ketocholanic acids 
(3 grs.) and Desoxycholic acid (1 gr.). 
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Morgan, W.G.: Practice of Medicine, 
W.F. Prior Co., Vol. 7, 1944, p.670 

© U.S. Dispensatory, 24th ed.: 907(1947). 

* Lichtman, S.S.: Diseases of the Liver, 
Gallbladder and Bile Ducts, ed. 2, 
Phila., Lea & Febiger, 1949, p.963. 
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are encouraged by 


‘Methedrine ... 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 


‘ll be ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wr 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


BE purroushs Wellcome & Co. (U.S.A) Inc. Tuckahoe 7, New York 
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The following is an excerpt from a speech made by 
Dr. Vickery at the time of his installation: 

“Chiropractors and other pseudo-medical practi- 
tioners are quick to seize upon the words of General 
(Doctor) Hawley and to use them as the most po- 
tent arguments as to why people should seek health 
care from the cultists and avoid those ‘blood-thirsty 
doctors of medicine.’ Can General Hawley realize 
he is becoming a patron saint of the chiropractor?” 

The Maryland chapter is a sponsor of the Thurs- 
day series of postgraduate lectures being held at 
Johns Hopkins Hospital in Baltimore. Sessions 
April 1, 8, 15, and 22 will be on “Disturbances of 
Water and Electrolyte Metabolism.” 

The annual spring meeting of the Maryland 
chapter will be held May 13 in Hagerstown. 

At the organization meeting of the Greater 
Springfield (Massachusetts) chapter the following 
officers were elected: Dr. John Leary, president; 
Dr. Jacob Arenstam, vice-president; and Dr. John 
David, secretary-treasurer. 

The Michigan chapter held a symposium on 
“Office Procedures for the General Practitioner” 
February 10 in Detroit, Mich. Dr. Arch Walls, past 
president of the Wayne County chapter, was mod- 
erator of the morning session. 

The second quarterly meeting of the Outagamie, 
Fond du Lac, Sheboygan, and Manitowoc (Wis- 
consin) chapters was held February 4 at New Hol- 
stein. Dr. Cyrus Reznecheck of Madison, president 
of the Wisconsin chapter, was guest speaker. 

Instead of having Milwaukee chapter members 
plan the state convention which will be held this fall 
at Milwaukee, the Outagamie-Fond du Lac-Sheboy- 
gan-Manitowoc chapters will furnish the speakers 
for the meeting. Dr. C. C. Gascoigne of the Sheboy- 
gan group will be general chairman. 

“The Cornhusker G.P.,” publication of the 
Nebraska chapter, announces a new assistant edi- 
tor, Dr. J. D. Kovar of Hartington. 

October 29-30 are the dates for the Washington 
chapter’s annual scientific assembly in Tacoma. 

The Oregon chapter helped sponsor a recent 
symposium on respiratory diseases in Portland. Ap- 
proximately 150 physicians from Oregon and Wash- 
ington attended. 

On May 3 the Kansas chapter will hold its an- 
nual meeting in Topeka. This will be held in con- 
junction with the Kansas Medical Society’s annual 
session. The Maine, New Hampshire, and Vermont 
chapters are sponsoring an all-day scientific meeting 


April 14 at the Veterans Hospital in Manchester, 
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Diets look good on paper 


but patients eat food! 


It’s easy to prescribe a diet ... and it will be just as easy for 
patients to follow one, if Ac’cent is recommended with the diet. 


Ac’cent brings out the natural flavors of foods, and patients will 
find that it makes the most bland food taste-stimulating and 
palatable. Even in foods that are held for a long period of time, 
Ac’cent retains the true delicious flavors. 
woe Ac’cent is 99+ % pure monosodium glutamate, in crystal form, 
obtained from natural food sources. It is not a synthetic chemical, 
_and it is nontoxic. Ac’cent contains 12.3 per cent of sodium. Include 
Ac’cent in your special diets .. . “finicky eaters,’’ too, will find it 
makes foods taste better . . . it is available at neighborhood food stores. 


May we send you a brochure on Ac’cent 
(99+-% pure monosodium glutamate) 


makes good food and good cooking taste better! 


Learn about Ac’cent at first hand ... visit our exhibit at the A.M.A. meeting. 


Amino Products Division, International Minerals & Chemical Corp., Chicago 6, Ill. 
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